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Abstract	  
The	  purpose	  of	  this	  study	  is	  to	  examine	  how	  national	  culture	  influences	  the	  social	  constructions	  of	  health	  care	  quality	  in	  the	  Kuwaiti	  primary	  care.	  Kuwait	  has	  a	  well-­‐developed	  primary	  care	  system,	  offering	  a	  wide	  range	  of	  services	  in	  practices	  distributed	  throughout	  the	  nation,	  throughout	  the	  day,	  and	  on	  a	  walk-­‐in	  basis.	  Despite	  its	  extended	  hours,	  relative	  comprehensiveness	  and	  affordability,	  the	  primary	  care	  service	  in	  Kuwait	  appears	  to	  be	  poorly	  received	  by	  the	  public.	  This	  study	  employed	  a	  qualitative	  research	  methodology	  to	  investigate	  how	  the	  elements	  of	  the	  Kuwaiti	  national	  culture	  shape	  the	  social	  constructions	  of	  health	  care	  quality.	  The	  study	  proposal	  was	  reviewed	  by	  the	  research	  ethics	  committees	  of	  the	  University	  of	  Surrey	  and	  KIMS,	  and	  a	  favourable	  ethical	  opinion	  was	  obtained.	  Participant	  information	  sheet	  were	  given	  to	  potential	  participants	  and	  consent	  obtained	  before	  data	  collection.	  Semi-­‐structured	  interviews	  were	  conducted	  with	  42	  participants	  from	  various	  stakeholder	  groups.	  Data	  analysis	  identified	  three	  themes	  that	  represent	  the	  experiences	  of	  the	  various	  stakeholders’	  relating	  to	  their	  social	  constructions	  of	  health	  care	  quality	  in	  primary	  care:	  (1)	  meanings	  of	  health,	  (2)	  attitudes	  towards	  primary	  care	  service,	  and	  (3)	  access	  to	  primary	  care.	  Within	  the	  identified	  themes,	  a	  number	  of	  sub-­‐themes	  were	  identified,	  including:	  (a)	  the	  meaning	  of	  health,	  (b)	  responsibility	  for	  one’s	  health,	  (c)	  tensions	  in	  doctor-­‐patient	  communication,	  (d)	  doctors	  feeling	  ‘undervalued’,	  (e)	  gender	  issues,	  (f)	  cultural	  suitability	  of	  primary	  care,	  (g)	  primary	  care	  work	  environment,	  (h)	  disproportionate	  distribution,	  (i)	  waiting	  times,	  and	  (j)	  institutional	  discrimination.	  The	  study	  found	  that	  the	  high-­‐power	  distance	  element	  of	  national	  culture	  impacts	  the	  social	  constructions	  of	  health	  care	  quality.	  Perceptions	  of	  power	  differentials	  across	  social	  groups	  seem	  to	  contribute	  considerably	  to	  the	  social	  construction	  of	  health	  care	  quality.	  The	  contribution	  of	  this	  study	  is	  towards	  the	  body	  of	  knowledge	  on	  the	  cultural	  competence	  of	  health	  care	  provision	  in	  high-­‐power	  distance	  cultures.	  	  Keywords:	  health	  care	  quality	  •	  cultural	  competence	  •	  primary	  care	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 1	  
Chapter	  1	  
Introduction	  
1.1. Introduction	  
This thesis explores how culture influences the social construction of health care quality. Health 
care quality and national culture are used as theoretical constructs to add to our understanding of 
how the various and, often, competing stakeholders’ perspectives of health care quality interact 
with parts of the cultural system to influence both how health care quality is constructed and the 
enactment of health care policy objectives in primary care in Kuwait. 
There is, now, growing interest in health care quality (Schuster et al., 1998; Kizer, 2001; 
Marshall & Campbell, 2002; Seddon & Buchanan, 2004; Boaden, 2006; McIver, 2006; Buttell et 
al., 2008). This interest stems from a number of factors. First, there is evidence that the quality of 
health care is suboptimal (Schuster et al., 1998; McGlynn et al., 2003; Øvretveit, 2009). Second, 
it is now known that the long-term costs of providing suboptimal quality outweigh the operating 
costs of providing high quality health care (Cutler & McClellan, 2001; Seddon & Buchanan, 
2004; Buttell et al., 2008; Øvretveit, 2009). Third, there have been several high-profile scandals 
and failures in a number of health care systems around the world, including the Kuwaiti system 
(Marshall & Campbell, 2002; Seddon & Buchanan, 2004; McIver, 2006; Buttell et al., 2008). 
Fourth, there are increasing public demands for greater accountability and better health care 
services. These demands are further backed by governments, politicians, and the media 
(Marshall & Campbell, 2002) and are considered by many writers to be a part of a bigger p
 
 2	  
comprising economic and social changes. They are often linked to the wider movement and 
culture of consumerism (Marshall & Campbell, 2002; McIver, 2006). 
In the same manner, interest in primary health care has been increasing. The importance 
of primary care is increasingly recognised in health care systems around the world (World Health 
Organization, 2003; 2008). This growing global interest in primary care is not surprising and is 
due to the multiple benefits associated with this level of health care. Studies have consistently 
shown that strong primary care is associated with better health outcomes and lower total costs of 
health care (Franks & Fiscella, 1998; Starfield & Shi, 2002; Starfield et al., 2005; Beasley et al., 
2007; Starfield & Shi, 2007; Stange & Ferrer, 2009). The multiple benefits of primary care 
continue to attract the attention of health care providers and policy makers. With the increasing 
pressures and rising costs of health care, there is a growing need to shift the focus to primary 
care and to intensify research on primary health care quality. 
1.2. Health	  Care	  Quality	  
Due to its unique characteristics, health care quality has been studied as a separate concept from 
service quality. A brief look at the published literature shows that the concept—health care 
quality—has been defined in various ways (Donabedian, 1980; Øvretveit, 1992; Campbell et al., 
2000). Proposing a generally applicable, all-encompassing definition of health care quality is a 
particularly difficult task, in part because the interests of the key stakeholders involved in health 
care quality are often competing. An examination of the literature show that the conception of 
health care quality has moved, over time, from a solely technical subject to a multifaceted issue, 
that now seeks to satisfy not only health care professionals, but all stakeholders involved 
(Donabedian, 1988; Øvretveit, 1992; McGlynn, 1997; Camilleri & O'Callaghan, 1998). 
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Increasingly, health care quality has been evaluated through the use of indicators, based 
on health care standards and practice guidelines, developed through reviewing the literature. In 
addition, health care quality has been assessed by monitoring health outcomes (Salzer et al., 
1997). 
In general, many empirical studies have demonstrated that various health care attributes 
are significantly associated with better outcomes (Hartz et al., 1989; Needleman et al., 2002). In 
contrast, very little has been written about the relationship between health care quality and 
culture. It is known from the literature that conceptions of health and health care are influenced 
by cultural factors (Eisenberg, 1977; Helman, 1981; Mishler, 1981; Morgan et al., 1985; Wildes, 
1999; Burr, 2003; Yadavendu & Kumar, 2009) but the mechanisms of how culture affects health 
care quality have not been explicitly explained in the literature. Research into how culture affects 
the social construction of health care quality is therefore needed to further our understanding of 
health care quality and ways to improve it. 
1.3. The	  Kuwaiti	  Case	  
Kuwait is a small, oil-rich country in the Middle East. The total population in Kuwait is 
estimated at 3.6 million, of whom Kuwaiti nationals constitute less than a third (Central 
Statistical Bureau, 2012). Kuwait has a distinct and independent identity from its neighbours. 
The people in Kuwait are strongly influenced by the country’s culture. Kuwaitis share a strong 
sense of their cultural identity (Crystal, 1992; O'Shea, 2000; Al-Suwaihel, 2009). 
The primary care service in Kuwait is well developed, offering a wide range of services 
including general practice, pharmacies, medical laboratory, and dental services. All primary care 
practices in Kuwait are walk-in centres, providing their services on a drop-in basis. The system is 
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government-funded: Kuwaiti citizens can use all services for free; zero out-of-pocket payment is 
the rule in all primary care centres. Non-citizen residents, on the other hand, pay nominal fees 
(the equivalent of £2) for the use of primary care services. These fees cover the entire medical 
encounter including, if necessary, the use of diagnostic services—for example, medical 
laboratory, radiology—and therapeutic services—like pharmacy and physical therapy (World 
Health Organization, 2006; Al Sharafi, 2009; Kieft et al., 2012). 
Primary care centres in Kuwait are a doctor-led service, and the doctors have a 
gatekeeper role to secondary and tertiary care (Benson, 2006). Primary care services are offered 
in Kuwait in two loci: in-centre consultations and home visits (World Health Organization, 
2006). 
However, despite the extended working hours, relative affordability, and relative 
comprehensiveness of primary care services in Kuwait, the pressures on the primary care service 
are progressively growing. Being in such an important position within the Kuwaiti health care 
system, primary care has received particularly strong comments and harsh criticism from 
politicians and the media alike. Hence, many public demands have been made for improved 
primary care services. Patients and the general public often complain about poor quality of care 
in primary care facilities. Politicians are constantly demanding the establishment of new primary 
care facilities within easier reach for residential neighbourhoods, opening new supporting 
medical services in existing facilities like radiology and laboratory services, and extending 
working hours in primary care facilities (Al Sharafi, 2009; Kieft et al., 2012). 
These demands take place within a context of instability at the level of the ministry. 
There have been several high-profile scandals and failures in the Kuwaiti health care system in 
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the last few years. From 2006 to 2014, twelve ministers have replaced each other in the cabinet 
of health, each averaging approximately eight months. Undoubtedly, media coverage has also 
played a vital role in drawing public attention to the health care situation and driving interest in 
health care quality (Marshall & Campbell, 2002; McIver, 2006; Buttell et al., 2008). 
Over the years, the Kuwaiti Ministry of Health has responded to many of these demands. 
An accreditation programme aimed primarily at improving health care quality in primary and 
secondary care settings was recently launched nationwide. However, the demands and criticisms 
made by the public do not seem to have changed despite the ministry’s quality improvement 
efforts (Al-Shammari, 2008; Al Sharafi, 2009; al-Rajhi, 2011; Abdullah, 2012; Kieft et al., 
2012). 
1.4. Research	  Aims	  and	  Objectives	  
The main aim of this thesis is to examine how the Kuwaiti national culture influences the social 
construction of health care quality in primary care. The objectives of this thesis are as follows 
1. To examine how the various stakeholders define health care quality in the Kuwaiti 
primary care service 
2. To explore the similarities and tensions between the various stakeholders’ 
constructions of health care quality 
3. To investigate how the Kuwaiti national culture influences the various definitions 
and perceptions of health care quality 
The thesis aims to make a three-fold contribution. First, it aims to add to our 
understanding of the role of national culture in the social construction of health care quality. By 
comparing and contrasting the various stakeholders’ perceptions of health care quality, it aims to 
add to our understanding of how culture influences the stakeholders’ perceptions and 
conceptualisations of health care quality within a primary care setting. Second, it aims to 
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contribute to the currently lacking empirical evidence on how health care quality is constructed 
in the Kuwaiti primary care sector. Third, it aims to add to policy recommendations on health 
care quality in the Kuwaiti primary care service which can be useful for purposes of primary care 
service design and planning. 
This thesis adopts a social constructivist approach to examine the influences of national 
culture on health care quality. Social constructivism rejects the positivist perspective of a reality 
existing ‘out there’ independent of the researcher. Instead, it assumes that there is no single 
objective reality but multiple dynamic ‘realities’, internally constructed based on how we 
experience the world. Knowledge under this approach is socially constructed, and, thus context- 
and time-dependent. 
1.5. Structure	  of	  the	  Dissertation	  
The chapters of this dissertation are organised as follows. Chapter 2 examines how the concept 
of quality has evolved before ‘health care quality’ has been established as a separate construct 
that is conceptually distinct from service quality. The chapter will look at the early development 
of ‘quality’ and the subsequent emergence of service quality as a distinct field of study. 
Chapter 3 explores health care quality, which is the theoretical framework for this thesis, 
by reviewing the literature on the topic. It begins by highlighting the growing interest in health 
care quality across health care systems. Then, it discusses the concept of health and argues that it 
is a socially constructed phenomenon. The chapter also argues that the health care industry, 
itself, is characterised by a number of factors that contribute to the uniqueness of the health care 
service from other services. 
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Given the social construction of health, health care, and health care quality, studying the 
implications of cultural factors on perceptions of health care quality is important and directly 
relevant to the topic of this dissertation. The concept of culture is explored in Chapter 4, which 
also examines how culture is related to health care quality. In addition, the chapter provides an 
overview of the culture of Kuwait. 
In Chapter 5, the research methodology used in this study will be explained. The chapter 
will first present the research aims and questions. The philosophical stance underpinning this 
study is then discussed. The research design and methodology are then presented and the 
methods of data collection and analysis described. The measures taken to ensure the study is 
methodologically sound and ethical are then described. 
The findings of this study will be presented in the following three chapters. Chapter 6 
will present findings relating to the study participants’ beliefs and perceptions about the concept 
of health and the individual’s responsibility for their own health. Then, Chapter 7 will present 
the findings of the study relating to participants’ perceptions and attitudes towards the primary 
care service. In the next chapter, Chapter 8, findings relating to participants’ experiences and 
perceptions of health care quality will be presented—with specific attention given to the cultural 
factors that influence these experiences and the ways in which they do so. 
Discussion of the findings and the main results of the research are summed up in Chapter 
9, followed by recommendations for research, management, and policy. 
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1.6. Chapter	  Summary	  
This chapter gave a brief introduction and overview of the research problem and rationale for the 
study. The aims and objectives of the thesis were described. The layout of this thesis was also 
presented. 
The next chapter, Chapter 2, goes on to explain the concept of quality and how it has 
evolved before health care quality has been established as a separate field in the literature, 
distinct from service quality. The chapter introduces the reader to quality before delving into the 
details of health care quality, which is discussed in Chapter 3. 
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Chapter	  2	  
Quality	  in	  the	  Service	  Sector	  
2.1. Introduction	  
The objective of this chapter is to examine how the concept of quality has evolved before health 
care quality has been established in the literature as a separate construct that is conceptually 
distinct from service quality. This introductory chapter will, first, look at the early development 
of ‘quality’ in the manufacturing sector. Then, it will examine how the concept of quality has 
evolved in the service sector as ‘service quality’, highlighting the unique characteristics that 
distinguish services from physical goods. A number of issues central to service quality will be 
highlighted, including user-centeredness; the subjective nature of the concept; and its 
relationship with user satisfaction. The chapter will, then, look at how service quality is judged, 
exploring the different models and theories on the matter. 
2.2. The	  Evolution	  of	  Quality	  
The concept of quality has been developed and pioneered in the manufacturing sector 
(Parasuraman et al., 1985; Deming, 1986; Harvey, 1996; Al-Assaf, 2001; Boaden, 2006). Driven 
by competition for limited resources, many manufacturing firms have started to adopt and apply 
methods of quality improvement. Soon after the implementation, manufacturers started to realise 
the benefits of quality. Contrary to the belief held at the time (Deming, 1986), they have come to 
believe that high quality improves productivity. High quality reduces the costs associated with 
errors, delays, and repetition. As well, it attracts more potential buyers given the higher-quality, 
lower-priced goods (Garvin, 1983; Deming, 1986). Within the manufacturing sector, the quality 
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movement flourished and became a top priority for most firms (Boaden, 2006). Quality was, 
then, seen as the uniformity resulting from adhering to established guidelines (Juran, 1951; 
Crosby, 1979); it was variously defined as conformance to requirements, conformance to 
specifications, and fitness for use (Reeves & Bednar, 1994). Apparently, all of these definitions 
placed a great emphasis upon technical issues like reducing error and variation (Shewhart, 1931; 
Juran, 1951; Crosby, 1979; Garvin, 1983; Deming, 1986). 
As the service sector grew during the second half of the twentieth century, it became 
obvious that many of the older definitions of quality (for example, conformance to requirements) 
failed to tackle the unique characteristics of services (Reeves & Bednar, 1994). Services are 
activities that do not directly generate a physical product during the transaction between users 
and providers (Collier, 1987). They have also been described as intangible products involving a 
performance or an effort that cannot be possessed (Berry, 1980). That is, services have been 
defined in different ways, but there is an agreement, however, that they share certain 
characteristics that distinguish them from goods. For example, Zeithaml and her colleagues 
(Zeithaml, 1981; Parasuraman et al., 1985; Zeithaml et al., 1985; 1990) have identified four 
characteristics of services that contribute to their distinctiveness from goods. Namely, they are 
intangibility, heterogeneity, inseparability, and perishability. These characteristics are also 
strongly expressed in the health care service sector, which in addition is characterised by a 
number of unique features that distinguish from other services (see Chapter 3). 
Unlike goods, most services are intangible: they cannot be seen, felt, or tasted in the same 
manner in which goods can be sensed. In many cases, services cannot be displayed or 
demonstrated because they are performances rather than objects. Being performances, the 
potential exists for high heterogeneity and variation across providers, consumers, locations, and 
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time. Services cannot be standardised as easily as goods. Rather, they need to be customised to 
fit every user. Unlike manufacturing which seeks uniformity, service delivery, in general, 
requires a high degree of customisation. Also, because services are often performed by humans, 
they are prone to variability. That is, service performances may vary across employees from the 
same provider and even within the same employee. The presence of the human factor makes 
consistent service delivery difficult (Parasuraman et al., 1985; Zeithaml et al., 1985). 
In addition, the concurrent production and consumption characterise many services. In 
contrast to goods, which are produced, sold, and then consumed, services are first sold, then 
produced and consumed simultaneously. Thus, production and consumption of services cannot 
be separated. Due to this inseparability, services users frequently participate in the production of 
service, thereby affecting service performance. That is, in many services, the service 
performance depends on both how well the provider performs and how well the user performs 
(Zeithaml, 1981). Furthermore, services are perishable. They cannot be stored or inventoried 
once produced (Parasuraman et al., 1985; Zeithaml et al., 1985). 
2.3. Service	  Quality	  
These characteristics of services, together with failure of traditional manufacturing definitions to 
address quality in the service sector, have made it increasingly important to develop a definition 
for service quality as a distinct construct from product quality. A number of definitions have 
been proposed taking into account the unique features of services. For example, one definition of 
service quality is the extent to which a service meets or exceeds its users’ expectations 
(Parasuraman et al., 1985). Compared to older definitions, this definition reflects a radical 
change in focus which has shifted from the provider to the user. Implied in this change is a 
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diversion of thinking from the then dominant paradigm of provider-defined quality to one being 
primarily driven by the user. This approach to quality has been criticised by Deming (1986) who 
thought that quality means more than just attracting users, although he recognised that user 
satisfaction is an integral component of service quality. This definition, even though heavily 
criticised, is considered to be the most pervasive definition of service quality currently in use 
(Reeves & Bednar, 1994; Clewes, 2003; Ayyildiz & Cengiz, 2007). It places a great emphasis on 
user satisfaction and convenience (Øvretveit, 2005), believing that services, after all, exist for the 
benefit of users (Gaster & Squires, 2003). 
It is argued by some scholars that ‘only customers judge quality; all other judgments are 
essentially irrelevant’ (Zeithaml et al., 1990, p.16), and that quality ‘is what the customer says it 
is’ (Feigenbaum, 1991, p.828). In this sense, the construct of quality as defined by Parasuraman 
and his colleagues (1985) involves perceived quality—that is, the user’s judgment about the 
overall excellence or superiority of a product or service (Zeithaml, 1988). Perceived quality is 
different from objective quality (Parasuraman et al., 1988; Zeithaml, 1988). This dichotomy 
points out that at least some part of quality is subjective. That is, users’ perception of quality is 
likely to be biased by their individual value system, their past experiences, and the situation. This 
has been suggested in an earlier work by Shewhart (1931), who theorised that quality has two 
aspects: objective and subjective. The objective aspect refers to quality as a reality independent 
of our existence. It refers to quality that can be measured on a predetermined standard, and, in 
this sense, is closely related to many of the definitions used to describe quality in the 
manufacturing sector, like conformance to requirements and conformance to specifications 
(Zeithaml, 1988). On the other hand, the subjective aspect views quality as what we think, feel, 
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or sense as a result of the objective reality. This notion supports the idea that ‘quality’ is socially 
constructed and, therefore, is historically and culturally contingent (Burr, 2003). 
2.3.1. Special	  Challenges	  to	  Service	  Quality	  
The unique characteristics of services, highlighted above, impose a number of challenges on 
service quality. Due to these characteristics, service quality is both more difficult to provide and 
more difficult to evaluate (Zeithaml, 1981; Lewis, 1989; Lovelock & Wirtz, 2004). For example, 
the heterogeneity inherent in many services makes consistent service delivery difficult across 
different employees in the same provider (Lewis, 1989; Lovelock & Wirtz, 2004). Service 
cannot be standardised; they are often personalised to meet every user’s needs. In periods of high 
demand, where less time is available to every individual user, services are more prone to 
variation. 
In addition, being intangible performances rather than physical goods, services cannot be 
returned or replaced, even if deemed unsatisfactory by the user (Berry & Bendapudi, 2003; 
Lovelock & Wirtz, 2004). Moreover, one of the differentiating characteristics of many services is 
the extent to which the user participates in the process of service creation and delivery (Zeithaml, 
1981; Lewis, 1989; Lovelock & Wirtz, 2004). In services, quality depends not only on the 
performance of the provider, but also on that of the user. That is, user participation will directly 
affect service performance and, consequently, service quality (Zeithaml, 1981; Lewis, 1989). 
This is particularly evident in high-contact services, such as health care (Lovelock & Wirtz, 
2004). For example, a doctor’s accurate diagnosis requires, among other things, a full history and 
an extensive description of symptoms by the patient. That is, the service user must adequately 
perform his or her part of the service to ensure that a satisfactory service quality could be 
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achieved. In other words, both the health care user and the health care provider co-produce the 
health care service and consequently health care quality (Zeithaml, 1981). 
Furthermore, because of the inseparability of production and consumption in most 
services, service quality occurs during service delivery. Service users observe the production 
process, in which they are involved, and evaluate service quality as they experience the service. 
In contrast, quality in the manufacturing sector is planned and engineered in the factory before it 
is delivered intact to the user. Quality control is easier in this case as failures and errors can be 
detected before they reach the user. Services do not have the benefit of a factory to separate 
production errors from the user and to serve as a buffer to absorb fluctuations in demand. Also, 
services are perishable: they cannot be stored; they have to be produced only upon demand and 
consumed simultaneously. Therefore, quality control is more difficult in services (Lovelock & 
Wirtz, 2004). 
In addition, service quality is more difficult to evaluate than goods quality. Based on their 
ease of evaluation, all goods and services can be placed on a continuum ranging from ‘easiest to 
evaluate’ to ‘difficult to evaluate’. On this continuum, services tend to be anchored to the one 
end of the spectrum that is ‘difficult to evaluate’ and goods to the other end, ‘easy to evaluate’ 
(Zeithaml, 1981). It is proposed that services, compared to goods, have more experience 
attributes—which cannot be evaluated by the user before consumption—and credence 
attributes—which cannot be evaluated by the user even after consumption. For example, a 
patient cannot usually tell how an appendectomy has been performed, even well after the 
procedure. Services provided by professionals, like health care, are typically high in credence 
attributes. 
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Services typically possess few, if any, search attributes—qualities that can be evaluated 
by the user prior to consumption. In contrast, goods exhibit mainly search attributes, like colour 
and style, and are, as a result, easier to evaluate (Zeithaml, 1981). For instance, because of the 
inseparability of service production and consumption, the user cannot evaluate service quality 
before consumption (Lovelock & Wirtz, 2004). In fact, even after consumption, service quality is 
more difficult to evaluate than goods quality. Services contain fewer tangible clues than goods, 
limiting the tangible evidence available for the user to evaluate their quality (Parasuraman et al., 
1985; Lovelock & Wirtz, 2004). 
2.3.2. How	  Users	  Judge	  Service	  Quality	  
It is theorised that service users, in judging service quality, compare what they expect the service 
provider to offer with their perception of the service they receive (Parasuraman et al., 1985; 
Parasuraman et al., 1988; Øvretveit, 1992). Perceived service quality may therefore be defined as 
‘the degree and direction of discrepancy between consumers’ perceptions and expectations’ 
(Parasuraman et al., 1988, p.17). In this regard, perceived service quality is very similar to user 
satisfaction. Both concepts derive from the expectancy-disconfirmation theory, which holds that 
utility—in this case, either perceived quality or user satisfaction—is a function of the size and 
direction of disconfirmation, which in turn is related to the user’s initial expectations (Oliver, 
1993). They, both, may be defined in terms of the difference between an individual’s 
expectations of a service and their perceptions of the actual outcome of the service. 
Even though the two concepts are closely related and may partially overlap, scholars have 
attempted to make distinctions between them. It is argued that perceived service quality is a 
global judgment or attitude relating to the superiority of a service, whereas user satisfaction is the 
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user’s evaluation of a specific service transaction, and hence is a less enduring judgment 
(Parasuraman et al., 1988). Thus, compared to satisfaction, which is transaction-specific, 
perceived service quality is a more stable evaluation held for a longer term (Bolton & Drew, 
1991). 
In addition, it has been pointed out that the construct expectation is used to mean 
different things in the literatures of service quality and user satisfaction. For example, in the user 
satisfaction literature, the user’s expectations are viewed as his or her predictions about a specific 
service transaction, whereas in service quality literature, expectations are generally viewed as the 
user’s wants and preferences regarding a service (Parasuraman et al., 1988; Zeithaml et al., 
1993). However, both concepts—user satisfaction and perceived service quality—are related, in 
that satisfaction, with time, forms the individual’s perception of service quality. That is, repeated 
incidents of user satisfaction, especially when consistent, would eventually consolidate into what 
the user perceives to be service quality (Oliver, 1981). 
Furthermore, it has been proposed that users assess the performance of service according 
to two standards or levels of expectations: desired service and adequate service (Zeithaml et al., 
1993). The desired service standard refers to what the user desires or hopes to receive; it is a 
blend of what the user believes both ‘can’ and ‘should’ be done. On the other hand, the adequate 
service standard is the minimum level of service performance that the user will accept without 
being dissatisfied. It is assumed that although users hope to receive the level of service they 
desire, they understand that it is not always possible, and hence, they hold another, lower level 
expectation of what they consider acceptable. 
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The domain extending between the two levels—desired service and adequate service—is 
termed the zone of tolerance (Zeithaml et al., 1993). Service performances that fall in this zone 
are deemed acceptable by the user, since they fare better than the user’s minimum tolerable 
expectation. In a way, the user’s zone of tolerance represents the extent to which the user is 
willing to accept heterogeneity in service performance, which may be inevitable (Parasuraman et 
al., 1985). Users do not usually pay explicit attention to service performances within the zone of 
tolerance. In contrast, they would react—positively or negatively—to performances that fall 
outside this range. Service performances perceived by the user to fall below the adequate service 
level will cause dissatisfaction, whereas those that exceed the level of desired service will lead to 
surprise and satisfaction (Lovelock & Wirtz, 2004). 
Research (Zeithaml et al., 1993) has shown that there is a considerable variation in 
different users’ zones of tolerance. In fact, even the same user’s zone of tolerance continually 
fluctuates up and down. Fluctuations in the individual user’s zone of tolerance of can be 
attributed to the changes in the user’s expectations of adequate service (Zeithaml et al., 1993), 
which are in turn influenced by factors such as competition, price, and other service attributes 
(Lovelock & Wirtz, 2004). The desired service standard, on the other hand, seems to move 
slowly in an upward direction in response to the user’s accumulative experience (Zeithaml et al., 
1993; Lovelock & Wirtz, 2004). 
In addition to comparing their expectations with the actual service performance, it is 
assumed that in judging service quality, service users tend to compare the service in question 
within a set of other services that serve the same general purpose (Zeithaml, 1988). Of note is 
that the set of services used in comparison appears to be evoked by the user, not the provider. In 
other words, users judge service quality depending on its relative superiority among other 
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services that are viewed by them as substitutes to the service under consideration (Zeithaml, 
1988). Frequently, for non-professional services, the user’s evoked set of alternatives includes 
the user’s self-provision of the service. This may form a special challenge on service providers 
since they must compete with the user, which implies more individualised service and more 
personal attention than from the service provider (Zeithaml, 1981). The users’ expectations of 
acceptable service from a certain provider are continuously changing, as users constantly 
compare it with other services that they regard as competitors (Zeithaml et al., 1993). 
It is widely recognised in the literature that, in the health care service for example, 
patients are not objective observers of their care any more than are health care professionals and 
providers. They participate in and co-create the service and its consequent quality. Their 
communication style, language proficiency, cognitive abilities, and education level all affect 
their role in the co-creation of the service, which together with their prior expectation of the 
service, affect their perception of service quality (Zeithaml, 1981; Lewis, 1989; Stange et al., 
1998; Bethell et al., 2003; Lovelock & Wirtz, 2004). 
In addition, because production and consumption of services often occurs simultaneously, 
often with a great extent of participation on the part of service users, the users’ judgments 
involve evaluations of the outcomes, as well as the processes of service. That is to say, users not 
only evaluate the consequences of the service, they, as well, evaluate the manner in which the 
service was delivered to them. They base their evaluations on expectations, which they hold 
about both, how the service is delivered and what the outcomes are (Parasuraman et al., 1985). 
This hypothesis is supported by Grönroos (1982), who suggested that there are two types of 
quality: technical quality, which refers to what the user actually receives from the service, and 
functional quality, which involves the manner in which the service is delivered. However, since 
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technical quality is defined primarily on the basis of accuracy in performing the technical 
processes of the service, knowledge about it—in many service industries—is not generally 
available to the consuming public. This is especially true in the health care service industry, 
where technical quality remains within the purview of health care professionals. Because service 
users often feel they are unable to accurately assess technical quality, especially in professional 
services, their perception of quality relies heavily on functional quality (Babakus & Mangold, 
1992). There is now growing evidence to suggest that functional quality is the single most 
important variable in influencing users’ perception of quality (Zeithaml, 1988). 
Although a full review of methods for measuring service quality is beyond the scope of 
this report, the report would benefit from a brief discussion of SERVQUAL, one of the most 
widely used instruments for measuring service quality. SERVQUAL was developed by 
Parasuraman and his colleagues (1985; 1988) to assess service quality from the user’s 
perspective. It is based on the expectancy-disconfirmation paradigm—another model developed 
by the same researchers (Zeithaml et al., 1990)—where SERVQUAL is a comparison between 
consumers’ expectations and their perception of the service they actually received (Parasuraman 
et al., 1988). The SERVQUAL instrument is founded on the view that the users’ assessment of 
service quality is paramount (Buttle, 1996). 
SERVQUAL captures the multidimensionality of service quality by assessing five 
dimensions of the service experience from the user’s point of view (Parasuraman et al., 1988). 
The five dimensions are as follows: 1) tangibles, which include the physical facilities, 
equipment, and personnel; 2) reliability, which is the ability to perform the service dependably 
and accurately; 3) responsiveness, which is the willingness to help users and provide a prompt 
service; 4) empathy, which is the individualised attention and caring provided to the service 
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users; and 5) assurance, the service employees’ knowledge, courtesy, and ability to convey trust 
and confidence. Parasuraman and his colleagues (1985) had originally identified ten dimensions 
of service quality, which were then collapsed into the current five dimensions, after extensive 
empirical testing. In its final form, SERVQUAL contains 22 items with which the users’ 
expectations and perceptions can be measured (Parasuraman et al., 1988). 
Parasuraman and his colleagues (1985; 1988; Zeithaml et al., 1988) argue that service 
organisations share many commonalities in service delivery process, both within and across the 
various service industries. They argue that these commonalities shared across service 
organisations permit service users to evaluate service quality using the same criteria, regardless 
of the type of service. They argue that the use of SERVQUAL is thus accepted across service 
industries (Parasuraman et al., 1988). 
Furthermore, SERVQUAL is intended to measure the manner in which the service is 
delivered from the perspective of the user, that is, technical quality. It is not intended to measure 
the technical quality of the service, the knowledge of which in most cases is industry-specific 
(Parasuraman et al., 1988; Babakus & Mangold, 1992). 
The SERVQUAL instrument has been extensively used in many services across various 
industries. Despite its wide usage, however, the appropriateness of the instrument for use across 
different types of services has been questioned (Babakus & Mangold, 1992; Buttle, 1996; Laws, 
2004; Hui et al., 2011). Particularly in health care, the use of the expectation-disconfirmation 
model to define and measure service quality is a major departure from the traditional efforts to 
measure quality in health care where much weight is placed on technical quality (Babakus & 
Mangold, 1992). 
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In addition, SERVQUAL has been subjected to other theoretical and operational 
criticisms (Buttle, 1996; Soliman & Alzaid, 2002; Laws, 2004; Hui et al., 2011). The 
universality of the SERVQUAL’s dimensions across different types of services has been 
questioned (Babakus & Mangold, 1992; Buttle, 1996; Soliman & Alzaid, 2002; Hui et al., 2011). 
For example, Carman (1990) concluded that the five dimensions of SERVQUAL are not so 
generic and suggested different sets of dimensions for different services. It was argued that 
SERVQUAL lacks the capability of measuring user-perceived service quality generically across 
all service sectors and hence different sets of dimensions should be proposed to measure service 
quality in the various service industries (Carman, 1990; Soliman & Alzaid, 2002). Despite its 
criticism, SERVQUAL instrument has been applied to various service sectors and continues to 
be widely utilised to measure service quality (Buttle, 1996; Laws, 2004; Hui et al., 2011). 
Moreover, because of the differing characteristics of goods and services, it is theorised 
that users employ different processes to evaluate quality in each sector (Zeithaml, 1981; Berry & 
Bendapudi, 2003). For example, it is hypothesised that users rely more on information from 
personal sources, like a friend’s word-of-mouth, than from non-personal sources, like mass 
advertising, when evaluating a service prior to use (Zeithaml, 1981). 
While mass and selective media can effectively deliver information about search 
attributes, they are not suitable to communicate advice about experience attributes. Since 
experience and credence attributes dominate in services and users at best can discover only a few 
attributes before actually using the service, they may prefer to use personal sources of 
information, like word-of-mouth, which they may perceive to be more credible and less biased 
(Zeithaml, 1981). Being dominated by experience and credence attributes, services are more 
difficult to evaluate and are perceived by the user as higher risk transactions than goods. Also, 
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the inability to return or replace services adds to the user-perceived risk (Berry & Bendapudi, 
2003; Lovelock & Wirtz, 2004). It is theorised that in situations with high perceived risk, such as 
health care, the user’s reliance on word-of-mouth is especially significant (Zeithaml, 1981). 
2.4. Chapter	  Summary	  
The purpose of this chapter was to explore how the concept of service quality has been 
developed and has evolved. The chapter argued thus far that services are characterised by a 
number of unique features that make them distinct from physical goods—namely intangibility, 
heterogeneity, inseparability, and perishability. Service quality, therefore, has been studied as a 
separate entity from product quality. However, the unique characteristics of services—mentioned 
earlier—impose a number of challenges on service quality, which make it more difficult to 
provide and evaluate. 
In addition, meeting or exceeding the service users’ expectations is a central component 
of service quality. That is, the user-perceived quality—which is based on the expectancy-
disconfirmation model—is of paramount importance in the service sector. However, the use of 
expectancy-disconfirmation model alone for defining and evaluating quality in health care has 
been criticised. 
In the next chapter, the concept of health care quality is explored. 
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Chapter	  3	  
Quality	  in	  Health	  Care	  
3.1. Introduction	  
Over the past few decades, there has been an increasing focus on health care quality. This 
increasing emphasis has been driven by a number of factors including the rising public demand 
for greater accountability and better health care service. The public is demanding a true 
partnership between the users and providers of health care. These public demands are further 
backed by governments, politicians, and the media (Marshall et al., 2002). In addition, it is now 
recognised that the long-term costs of providing suboptimal quality outweigh the operating costs 
of delivering high quality health care (Cutler & McClellan, 2001). For these reasons, among 
others, interest in health care quality has been growing steadily in the past decades. 
This chapter explores the concept of health care quality. The chapter will first highlight 
the growing interest in health care quality across health care systems. Then, the notions of health 
and illness will be discussed, together with the social construction of health and health care. The 
chapter will then argue that the health care industry is different from other industries in the 
service sector: a number of distinguishing characteristics of health care will be highlighted. Next, 
the concept of health care quality will be discussed in depth and the relevant literature reviewed. 
The related issues of health care quality multidimensionality, differing stakeholders’ 
perspectives, and health care quality assessment will be discussed. 
Given that this study aims to explore the concept of health care quality in the primary 
care setting, a section of this chapter will be devoted to primary care. 
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3.2. Growing	  Interest	  in	  Health	  Care	  Quality	  
Perhaps, the best way to introduce health care quality is by highlighting the increasing awareness 
of health care quality. There is, now, growing interest in health care quality (Schuster et al., 
1998; Al-Assaf, 2001; Kizer, 2001; Marshall & Campbell, 2002; Seddon & Buchanan, 2004; 
Boaden, 2006; McIver, 2006; Buttell et al., 2008). Whenever health care issues are discussed, 
three concepts keep coming up: quality, access, and cost (Al-Assaf, 2001). This growing interest 
in health care quality stems from a number of factors. First, there is evidence that the quality of 
health care is suboptimal. This can be demonstrated in a number of ways. The most direct way 
comes from studies that have directly measured the quality of health care in various settings. 
These studies have consistently found that there are large gaps between the level of care people 
should receive and the care they actually receive (Schuster et al., 1998; McGlynn et al., 2003; 
Øvretveit, 2009). However, deficits in health care quality can also be demonstrated by variations 
in health care practice and outcomes that are not attributable to differences in patients’ 
characteristics or preferences (Schuster et al., 1998). Another way to demonstrate the deficits in 
health care quality comes from studies that measured the rates of medical errors and adverse 
events. These studies have consistently shown that health care—which should promote and 
protect patient safety—has been a major cause of harm to patients (Vincent et al., 2001; Buttell 
et al., 2008; McDowell et al., 2010). While the deficits in health care quality are well 
established, studies have also suggested that there is much room for improvement in the quality 
of health care (Schuster et al., 1998; Kizer, 2001; Rubin et al., 2001). 
The second factor behind this growing interest in health care quality is that it is now 
known that the long term costs of providing suboptimal quality outweigh the operating costs of 
providing high quality health care (Cutler & McClellan, 2001; Seddon & Buchanan, 2004; 
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Buttell et al., 2008; Øvretveit, 2009). The costs of health care are rising; and the costs of poor 
quality account for a great portion of the total health care costs (Savage & Williams, 2007; 
Øvretveit, 2009). Apparently, the costs of poor quality are not restricted to monetary or financial 
costs; the time and effort wasted by health care providers—that could have been put to better 
use—are examples of non-monetary costs of poor quality (Cutler & McClellan, 2001; Øvretveit, 
2009). The long-term benefits of investing in high quality health care counterbalance the costs of 
treating diseases and complications that would have arisen otherwise (Cutler & McClellan, 
2001). Furthermore, strong associations have been found between the level of patient-perceived 
quality and the subsequent health-related behaviour of the patient. Patient-perceived quality and 
satisfaction had already been established as a reliable method for predicting whether a patient 
seeks health care, complies with health care recommendations, and maintains a continuing 
relationship with a health care provider (Larsen & Rootman, 1976). Similar associations have 
been found between patient-perceived quality and satisfaction and health outcomes (McKinley & 
Roberts, 2001; Beach et al., 2006). Thus, the indirect costs of poor quality add further to the 
already high costs of health care. In addition, since publication by the Institute of Medicine of the 
report ‘To Err is Human’ (Kohn et al., 1999), which brought to public attention the extent of 
unnecessary harm caused to patients by medical errors, further interest in health care quality and 
patient safety has grown. 
Third, there are increasing public demands for greater accountability and better health 
care services. These demands are further backed by governments, politicians, and the media 
(Marshall & Campbell, 2002) and are considered by many writers to be a part of a bigger picture 
comprising economic and social changes. They are often linked to the wider movement and 
culture of consumerism (Marshall & Campbell, 2002; McIver, 2006). A number of forces have 
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contributed to the rise of consumerism in health care, especially the demographic changes in 
populations, the increasing concerns about patient safety, and the relatively higher availability of 
medical knowledge (Kizer, 2001; George & Sanda, 2006). Associated with these economic and 
social changes are raised expectations of health care quality (Kizer, 2001; McIver, 2006). In 
addition, the implicit trust the public has always had in the medical body started to fall: a trend 
has emerged towards reduced professional power and autonomy (Daniels, 2000; Hogg & 
Williamson, 2001; Marshall & Campbell, 2002; Harrison, 2004; McIver, 2006). The recent high-
profile failures and the increased media coverage have, certainly, intensified the situation 
(Marshall & Campbell, 2002; McIver, 2006). The stakeholders are now increasingly demanding 
greater transparency and more information about health care services. Politicians are demanding 
that the scarce resources are utilised in the public’s best interest. In addition, it has been argued 
that some patients wish for a greater role in their own health care and more involvement in 
decisions relating to service provision (Poulton, 1999; Kizer, 2001; Marshall & Campbell, 2002; 
Flynn, 2004; Seddon & Buchanan, 2004). 
Fourth, there have been several high-profile scandals and failures in a number of health 
care systems around the world (Marshall & Campbell, 2002; Seddon & Buchanan, 2004; McIver, 
2006; Buttell et al., 2008). Kuwait is no exception. In 2007, HE Sheikh Ahmed Al-Abdullah Al-
Sabah, the then minister of health was interpellated for the chronically troubled Ministry of 
Health, and a vote of confidence was demanded. A few months later, after a fire that hit a general 
hospital, Dr Al-Mubarak, the next minister of health, resigned after chairing the cabinet for less 
than six months. In 2008, a number of Ministry of Health officials were investigated in light of 
irregularities that marred the requests for overseas treatment and cost more than £2.3m. In 2009, 
the chair of the department of surgery in a general hospital was summoned for interrogation after 
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allegations of high rate of medical errors. In the same year, a number of specialty hospitals used 
expired disinfectants in their operating rooms for several months. From 2006 to 2014, twelve 
ministers have replaced each other in the cabinet of health, each averaging approximately eight 
months. Undoubtedly, media coverage played a vital role in drawing public attention to the 
health care situation and driving interest in health care quality (Marshall & Campbell, 2002; 
McIver, 2006; Buttell et al., 2008). 
All these factors have undoubtedly played an important role in the growing interest in 
health care quality. More research on the quality of health care is, thus, needed, particularly in 
understudied areas, such as primary care (Franks & Fiscella, 1998; Singh et al., 2007). Campbell 
(2002) notes that most research on health care quality focused on secondary and tertiary care 
settings. In addition, judging by the number and character of publications, health care quality in 
the Kuwaiti primary care is an understudied topic. 
3.3. Conceptions	  of	  Health	  Care	  
Before attempting to define health care quality, it is useful first to define health care itself. Health 
care has been defined in different ways, and there are various conceptions in the literature of 
what constitutes proper health care (Donabedian, 1980; Campbell et al., 2000). It has been 
described as the actions taken by health care providers aimed at improving the well-being of 
health care users (Donabedian, 1980). However, “several formulations are both possible and 
legitimate” (Donabedian, 1988, p.1743) depending on one’s position within the health care 
system and the nature and extent of his or her responsibilities within the system. These 
formulations can be graphically represented by a series of concentric circles, layer upon layer, 
surrounding a central core; each layer represents a level of care (see Figure 1). 
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Figure	  1:	  Levels	  at	  which	  health	  care	  quality	  may	  be	  assessed;	  adapted	  from	  
Donabedian	  (1988)	  
 
The central core (number 1) in Figure 1 represents the care provided by health care 
professionals, which can be divided into two parts: clinical care and interpersonal care. This 
central core is immediately surrounded by a circle (number 2) that represents the amenities of 
care, the desirable attributes of the setting through which care is delivered. Amenities of care 
include privacy, convenience, quiet, comfort, and so on. The next circle (number 3) outwards 
crosses the boundary of care provided by health care providers within institutional health care 
systems to care provided by non-professionals. This circle represents contributions to care of the 
patients themselves, as well as members of their families. The outermost circle (number 4) 
represents the care received by the community as a whole. At this level of care, issues like 
access, equity, and the social distribution of care resources in the community become important 
(Donabedian, 1988). 
That is, depending on where they are and what they do within the health care system, 
some stakeholders may adopt wider or more expansive definitions of health care that include 
added elements (concentric circles in Figure 1) that are not considered relevant by other 
stakeholders (Donabedian, 1988; Øvretveit, 1992). For example, Campbell et al. (2000) focused 
their discussion only on the care provided within formal institutional health care systems. That is, 
2    1 3 4 
Each of the concentric circles represents 
a level of care determined by the number 
within the circle. 
1. Care provided by health care 
professionals 
2. Amenities of care 
3. Care implemented by patient 
4. Care received by community 
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they deliberately excluded the outer two levels of care (Figure 1), which may be of equal 
importance to some stakeholders. 
However, these concentric of levels of health care (Figure 1) are not detached from one 
another. Rather, they are interconnected and the success (or failure) of health care does not solely 
depend on the performance of the health care provider. Like in other services, user participation 
in health care is extremely important as it influences the implementation of care and hence its 
effectiveness (Zeithaml, 1981; Lewis, 1989). For example, the patient and/or family members 
(circle 3 in Figure 1) have a responsibility to provide relevant information and to cooperate with 
the prescribed treatment (Zeithaml, 1981; Donabedian, 1988). The patient’s adherence to 
treatment is itself influenced by the provider’s management of the interpersonal relationship with 
the patient (circle 1 in Figure 1). In the same manner, the care provided within institutional 
health care system (circles 1 & 2 in Figure 1) plays a significant role in determining the social 
distribution of health care resources in the community (circle 4 in Figure 1). However, other 
factors, beyond the health care providers’ control, also influence the distribution of health care 
resources. 
The several formulations of the concept of health care result from the various prevailing 
mind-sets within each stakeholder group (Silberman, 1995). Moreover, various conceptions of 
health care are possible depending on how narrowly or broadly the concept of health is defined. 
It may be contested among stakeholders whether health care practitioners should be responsible 
for bringing about improvements only in specific areas of physical or physiological functioning 
or whether social and psychological functioning are as well within their area of responsibility 
(Donabedian, 1988). 
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For the purpose of this study, ‘health care’ comprises the care provided within formal 
institutional health care settings by the organised, legally sanctioned healing professionals, 
including physicians and other recognised paramedical professionals (Helman, 2007). It is the 
quality of this care that this study aims to explore. 
3.4. Social	  Construction	  of	  Health	  and	  Health	  Care	  
The several formulations of the concepts of health and health care are in part due to the different 
conceptions held by the different stakeholder groups of health and illness. Health and illness are 
socially constructed phenomena: their nature is conceptualised differently in different cultures 
and societies and across different historical periods (Eisenberg, 1977; Helman, 1981; Mishler, 
1981; Morgan et al., 1985; Wildes, 1999; Burr, 2003; Yadavendu & Kumar, 2009). They are 
culturally laden, socially constructed categories that give meaning to particular events. Whether 
certain experiences or behaviours are perceived by a given society as symptoms of an illness is 
dependent upon a number of factors, including the social norms and cultural values shared by 
members of the society (Mishler, 1981; Morgan et al., 1985; Calnan, 1988; Marcum, 2008; 
Dutta, 2008; Sheikh & Gatrad, 2008). 
Apparently, this view of illness is in conflict with the traditional biomedical model which 
defines episodes of ill-health with reference to generic, culture-free parameters (Helman, 1981; 
Mishler, 1981). The dominant biomedical model of health illness is described as an approach that 
uses medical observation and investigations that can be logically examined and analysed. At the 
same time, it marginalises the feelings and social experiences of patients (du Pré, 2005). The 
mainstream biomedical model has been the basis of modern medicine and dominates clinical 
practice, medical education, and health-related research. It does not, however, include the patient 
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and his or her attributes as a person (Drossman, 1998; Ghaemi, 2010; Holland & Hogg, 2010). 
The biomedical model reduces the explanation of disturbances in health down to their most basic 
elements: malfunction or disruption of biological and biochemical processes (Feinstein, 1987; 
Jarvis et al., 2002; Ghaemi, 2010; Holland & Hogg, 2010). In the biomedical model, it is 
generally assumed that individuals are primarily responsible for their own health (Helman, 2007; 
Holland & Hogg, 2010). There are several criticisms and limitations to the biomedical model, 
most prominently that it neglects some of the psychological causes of behaviour and sees the 
individual as a body in which some parts are malfunctioning, rather than a whole person 
(Feinstein, 1987; Jarvis et al., 2002). 
However, despite being generally regarded as the superior system of health care delivery 
(Thorne, 1993; Holland & Hogg, 2010), the biomedical model is in competition with other health 
belief systems. For example, in personalistic health belief systems, illness is believed to be 
caused by a supernatural force (for example, witches, sorcerers, gods, and evil spirits). An ill 
person, according to personalism, is believed to be an object of aggression or punishment, 
whether or not this aggression is justified (Jackson, 1993; Holland & Hogg, 2010). The cause of 
illness according to this view is a force beyond the individual’s control. One example of such a 
force that is found in the Middle East and other parts of the world is the notion of ‘evil eye’—the 
malevolent power of the glance of a jealous person (Helman, 2007; Holland & Hogg, 2010). 
Taking care of one’s health in a personalistic system of health belief typically involves active 
maintenance of good relationships with one’s family, community, and god. Personalistic health 
belief models, unlike the biomedical model, however do not have a strong scientific basis 
(Holland & Hogg, 2010). 
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The reductionist biomedical model is subsumed within the more expansive 
biopsychosocial model (Juergens et al., 1990; Ghaemi, 2010). In this latter model, the definitions 
and descriptions given by the biomedical model are considered as one set of inputs—that 
together with social norms, values, and traditions—define the meanings of illness. That is, even 
though the biological processes and abnormalities that produce disease are the same in different 
cultures, they are given different meanings and dealt with in different manners. It is recognised 
that culture plays a large and important role in shaping health-related beliefs, values, and 
behaviours (Helman, 1981; Mishler, 1981; Betancourt, 2004; Ahmed, 2007; Helman, 2007; 
Holland & Hogg, 2010). 
In recent years, the biopsychosocial model of health has found more general acceptance 
in a number of health care fields, including primary care (Beitman et al., 1982; Drossman, 1998; 
Gatchel et al., 2007; Yehia & Dutta, 2010; Álvarez et al., 2012). There is now a growing 
recognition of the need to explore the ways in which meanings are attached to different health-
related experiences of people. It is also increasingly recognised that it is important to understand 
how the meanings of health are constructed within their local cultural contexts (Helman, 2007; 
Yehia & Dutta, 2010). This recognition builds, at least in part, on the notion that individuals 
perceive and understand their health and make their health-related decisions on the basis of their 
interpretations, which, in turn, derive from and are influenced by their cultural worldviews 
(Klein, 2004; Helman, 2007; Yehia & Dutta, 2010; Holland & Hogg, 2010). 
A distinction has been made in the literature (Eisenberg, 1977; Helman, 1981; Radley, 
1994) between the two terms ‘disease’ and ‘illness’, which describe the different views of ill-
health held by health care providers and users, respectively. The term disease refers to the 
biological abnormalities and pathologies as defined by the scientific paradigm of modern 
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medicine. These abnormalities, which can be measured objectively as deviations from the 
biological norms, are often accompanied by impairment of function in body organs. 
Illness, on the other hand, is the patient’s perspective on their ill-health. It refers to the 
patient’s experience and subjective response to being unwell. In addition, the term includes the 
meaning that the patient gives to the whole experience (Eisenberg, 1977; Helman, 1981). 
People’s experiences of illness and health occur within the social context of their lives; their 
experiences go beyond the biological changes within their bodies to affect those around them 
(Radley, 1994; Lorber & Moore, 2002). As Cassell (1995) notes, the word ‘illness’ is used to 
represent “what the patient feels when he goes to the doctor” (p.48), whereas the word ‘disease’ 
is used to represent “what he has on the way home from the doctor’s office” (p.48). 
Although most cases of disease are accompanied by illness, disease can occur in the 
absence of illness. For example, asymptomatic conditions, like hypertension or early cervical 
cancer, are recognised by health care professionals as diseases even though the sufferer may not 
feel ill. Also, in acute severe conditions which result in sudden loss of consciousness, such as 
cerebral haemorrhage, there may be no time for the ‘illness’ to be experienced by the patient 
(Helman, 1981). Similarly, illness can occur in the absence of disease. Examples include 
functional bowel disorders and hypochondriasis (Helman, 1981; 2007). 
Because health care providers and users perceive health and illness differently, they have 
radically different expectations of health care and, hence, radically different ways of assessing 
health care quality (Silberman, 1995). Physicians, often, treat the ‘disease’ and ignore “all the 
distinctively human reactions—love, hate, joy, sorrow, distress, gratification—that differentiate 
people from animals or molecules” (Feinstein, 1987, p.223). Failure by physicians to address the 
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‘illness’ dimension is not due to their insensitivity or lack of concern to the patient’s suffering, 
but to the prevailing mind-set within this stakeholder group: physicians are trained to seek what 
they consider as ‘objective’ or ‘hard’ data about the patient; information about how patients feel 
or what they think are considered ‘subjective’ or ‘soft’ by many physicians (Feinstein, 1987; 
Silberman, 1995). 
In practice, many of the social problems and human processes are being treated as 
‘diseases’. Sociologists use the term medicalisation to describe this growing phenomenon, which 
defines many human experiences and physical states as diseases. Being recognised as diseases, 
they come under the authority of health care professionals, which are viewed as the experts in 
this area. The knowledge possessed by the users of health care about their own lives may be seen 
as of secondary importance, or may even not be a part of the management of their ‘diseases’ 
(Lorber & Moore, 2002). Abstracting disease from its social and cultural framework could lead 
to improper and incomplete understanding of the disease within the context of the patient’s life. 
The scientific model of medicine may tend to objectify patients and deny their status as social 
beings. Thus, it may obscure the relationship between disease and the surrounding social and 
cultural factors which affect its behaviour and development (Yadavendu & Kumar, 2009). 
However, both illness and disease should be treated. While the same set of symptoms 
may be viewed differently by health care providers and health care users, health care quality 
cannot be improved unless both realities are incorporated into clinical practice (Helman, 1981; 
Silberman, 1995; Lorber & Moore, 2002). The different views of health care providers and users 
should be reconciled. Diagnosis and treatment prescribed by the health care provider should 
make sense to the health care user for them to be considered. Failure by the health care provider 
to address the ‘illness’ dimension could result in a number of unwanted consequences, including 
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poor doctor-patient relationship, medico-legal problems, non-compliance, self-medication, and 
dissatisfaction with the health care service (Helman, 1981; Fineman, 1991). 
Not just health and illness, health care, itself, has been regarded as a social construction. 
Health care is practised in specific social and cultural contexts; different providers may have 
different cultural backgrounds and may subscribe to different belief systems which will 
ultimately impact the way they provide health care (Burr, 2003; Marcum, 2008; Yadavendu & 
Kumar, 2009). Several social and cultural forces define the nature of encounters between health 
care providers and users in the society. These forces also decide whether or not certain health 
care procedures are to be provided, and/or paid for, by the society; for example, abortion. In 
general, the entirety of health care is shaped by the culture, norms, and values of the society in 
which it is practised (Donabedian, 1966; Yadavendu & Kumar, 2009; Holland & Hogg, 2010). 
Thus, health care should not be seen as a set of technical procedures and skills that 
measure deviations from biological norms. Rather, health care is an interpretive field which takes 
into account—among other things—the cultural significance of events and occurrences 
experienced by individuals (Mishler, 1981; Yadavendu & Kumar, 2009), and which affect their 
health, with health being broadly defined as a ‘state of complete physical, mental and social 
well-being and not merely the absence of disease or infirmity’ (World Health Organization, 
1948). 
3.5. Health	  Care:	  A	  Unique	  Service	  
Like other services, the health care service sector is characterised by intangibility, heterogeneity, 
inseparability, and perishability, the four characteristics that make services distinct from 
physical goods. The health care sector is, however, characterised by a number of other features. 
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While some authors might argue that the health care sector is no different from any other service 
sector, there are a number of features that distinguish it from other services. First, the demand for 
health care is a derived demand for health, which, in turn, is influenced by a wide range of 
factors of which health care is one (Hurley, 2000; Arrow, 1963). It is health, not health care, that 
it is of value to users; health care per se does not have any intrinsic value. In itself, independent 
of its anticipated health outcomes, health care generally is negative and undesirable. It is often 
associated with pain, discomfort, and inconvenience, and when misadministered, could result in 
serious injury and/or death (Evans, 1984). No well person should wish to receive health care 
regardless of the value of amenities associated with it. As Evans (1984, p.5) notes, “Anyone who 
seeks care when he is not sick, is sick”. 
Second, the knowledge possessed by the health care provider relating to the treatment 
options and their consequences is necessarily greater than that of the user (Arrow, 1963; Pauley, 
1978; Evans, 1984; Mills & Gilson, 1988; Hodgson, 2007). This contrast in medical knowledge 
between providers and users has been referred to in the literature as information asymmetry. 
Health care users are generally ignorant not only of how health care is produced, but also of how 
it will be of help to them (Evans, 1984). This ignorance of the user is probably the most 
important potential difference between health care and other sectors (Pauley, 1978). Health care 
users, in general, would have little knowledge, if any, of the effectiveness of health care, the 
consequences of the different health care choices, and the cost of choosing not to receive health 
care at all. In fact, there is no counterfactual situation against which to judge the health care 
modalities chosen for a given patient (Mills & Gilson, 1988). 
In general, health care users are unaware of what is best for them regarding their health 
problems, and thus depend on advice from the provider, which is generally perceived to have 
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significantly greater knowledge (Evans, 1984; Hodgson, 2007). In addition, users are not 
technically competent to judge the quality of significant aspects of health care (Mills & Gilson, 
1988; Øvretveit, 1992; McGlynn, 1997). Also, health care, as a service, is high in credence 
attributes—attributes that cannot be evaluated by the user even after consumption. For example, 
a patient may not be able to tell how well a surgical procedure has been performed even well 
after the procedure (Zeithaml, 1981). 
The phenomenon of information asymmetry in health care is aggravated by a number of 
factors. The knowledge acquired from one’s own past experiences rapidly becomes obsolete. 
Besides, the distinctiveness of each case limits the probability of learning from others’ 
experiences (Mills & Gilson, 1988). The user entry into the market is generally infrequent, 
particularly in the case of severe illness (Arrow, 1963). The urgency of many illnesses makes 
information gathering impractical. Health care professionals, in general, have little incentive to 
provide information to users (Mills & Gilson, 1988; Steves & Dowd, 1999; Gallagher et al., 
2003; Weissman, 2004; van der Voort & Kerpershoek, 2010). And, when presented with ‘second 
opinions’, health care providers are traditionally reluctant to disagree with their colleagues (Mills 
& Gilson, 1988; Armstrong, 1999; Manias & Street, 2001; Axon et al., 2008). 
Third, health care is characterised by uncertainty with respect to the need for health care 
(Hurley, 2000). In contrast to information asymmetry—which describes the differences between 
providers and users in knowledge about the present situation—uncertainty is used to refer to the 
unpredictability of future events (for example, illness) shared by both providers and users 
(Evans, 1984). The onset of illness is unpredictable, and so is the need for health care. Similarly, 
the effectiveness of health care is ambiguous, and the recovery from illness is as unpredictable as 
its incidence (Arrow, 1963; Evans, 1984; Leatt & Porter, 2002). In addition, the costs associated 
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with ill health, whether monetary or otherwise, are also unpredictable but often large (Evans, 
1984; Mills & Gilson, 1988). Apart from the costs of health care, illness is in itself costly: it is 
frequently associated with loss or reduction of one’s earning ability (Arrow, 1963). Even though 
the costs are large, one cannot plan his/her health care consumption in the same way he/she can 
plan consumption of other commodities (Evans, 1984; Mills & Gilson, 1988; Olsen et al., 2004). 
Fourth, in many instances in health care, the behaviour of one party spills-over to affect 
other parties. These spill-over effects are known as externalities (Mills & Gilson, 1988). A 
typical example is immunisation against infectious diseases. Immunisation not only protects the 
person immunised but indirectly protects against the spread of the infectious disease. 
Externalities are widely spread in public health care in particular (Hodgson, 2007). 
3.5.1. The	  Doctor-­‐Patient	  Relationship	  
The features of health care described above, undoubtedly, set it apart from other services. 
Furthermore, they have certainly contributed to the unusual and unique relationship between 
providers and users in the health care sector (Mills & Gilson, 1988). The doctor-patient 
relationship is the prototype example. In this relationship, the patient delegates decision making 
to the doctor, which is generally assumed to have a greater knowledge than the patient 
(Shmanske, 1996). The doctor, being the expert in this matter, is expected to act in the best 
interest of the patient, rather than substitute his/her own preferences and values for those of the 
patient (Donabedian, 1980). This gives rise to what is known as the agency problem. According 
to the agency theory, the problem arises when a person—called the principal—delegates a 
certain task to another person—called the agent. It arises because the information and the 
motives of the agent are different from those of the principal, and hence the delegated task will 
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not be performed as the principal intends (Shmanske, 1996). In health care, the agency problem 
may manifest in a number of ways. For example, demand for health care is often supplier-
induced, since health care use typically depends on advice offered by health care providers, 
whose motivations may not always be—at least in theory—in the best interest of the user (Mills 
& Gilson, 1988; Hodgson, 2007). The motivations of providers may lead, for instance, to 
prescribing more expensive brand-name medications to gain favour with pharmaceutical firms or 
to ordering extra tests to protect self from potential legal liabilities (Shmanske, 1996). 
The doctor-patient relationship is very unique in that it is characterised by trust: the 
decisions and behaviours of health care provider are governed by a concern for the patient’s 
welfare. Profit-seeking behaviour is typically absent in health care. This distinguishes health care 
from many services where self-interest is the accepted norm (Arrow, 1963; Pauley, 1978). The 
doctor-patient relationship must be personal and intimate, yet professional and objective. At the 
patient care level, the process of decision making is extremely complex: while there may be 
several treatment options, the optimal decision is usually unknown. Furthermore, the treatment 
decision is to be negotiated between the doctor and the patient but with incomplete knowledge 
(Leatt & Porter, 2002). As well, decision making at the patient care level is risky and possibly 
irreversible: the consequences of medical error are serious and may result in mortality or 
permanent disability (Mills & Gilson, 1988; Leatt & Porter, 2002). 
In the preceding account, it has been argued that health care is different from other 
services. The factors mentioned above have contributed to uniqueness of the health care service 
sector. Health care cannot be viewed in the same way as other services (Øvretveit, 1992). 
Therefore, definitions of service quality fail to capture the whole concept of health care quality, 
which would better be studied in its own context. 
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3.6. Health	  Care	  Quality	  
Given the unique characteristics of health care described above, health care quality has been 
studied as a separate concept from service quality. It is widely agreed among health care quality 
researchers that defining health care quality is a remarkably difficult task. It is particularly 
difficult to provide a generally applicable definition that does justice to all dimensions of health 
care quality (Donabedian, 1966; Vuori, 1982; Reerink, 1990). The concept of health care quality 
has been defined in various ways and from a variety of perspectives. Embedded in each 
definition there tends to be an implicit emphasis on or bias towards certain aspects of health care. 
Thus, it is practically difficult to formulate a realistic definition of health care quality that does 
not have, within it, an implied focus on certain elements of health care (Buttell et al., 2008). As 
Vuori (1982) puts it, “it may be impossible to develop a [health care quality] definition that 
would satisfy all its users” (p.35). This has prompted some authors to develop stakeholder-
specific definitions of health care quality (Øvretveit, 1992). 
Various attempts have been made to define health care quality. Experts in the area of 
health care quality have struggled for decades to formulate a concise and generally applicable 
definition of health care quality (Blumenthal, 1996). Donabedian (1966) noted that “the quality 
of care is a remarkably difficult notion to define” (p.692). He concluded that the criteria upon 
which health care quality is defined are value judgements that are applied to several aspects, 
components, or attributes of health care, and as such health care quality ‘may be almost anything 
anyone wishes it to be’. In his early attempt, Donabedian (1966) defined health care quality as 
the extent to which actual care is in conformity with preset criteria for good care (cited in 
Reerink, 1990). This definition is considered to be of landmark importance in the literature, as it 
first introduced the idea of evaluation as a basis for defining health care quality (Reerink, 1990). 
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Prior to Donabedian’s (1966) definition, descriptions of health care quality took the form 
of long lists of elements that comprise high quality health care. However, this catalogue 
approach to defining health care quality has been described as handicapped—the lists developed 
to describe the elements of health care quality are necessarily incomplete (Reerink, 1990). 
Donabedian’s (1966) definition marked the beginning of a new era for health care quality 
definitions, where the evaluative approach has replaced the categorical definitions as the primary 
method of defining health care quality (Reerink, 1990). 
In view of policymakers’ increasing attention to the rising costs of health care service 
(Katz & Sangha, 1997), the Institute of Medicine (National Academy of Sciences, 1974) defined 
high quality health care as ‘effective health care to improve the health status and satisfaction of a 
population within the resources which society and individuals have chosen to spend for that 
care’, thus adding an emphasis on the health care system’s efficiency (Reerink, 1990). 
Williamson (1978) proposed a similar definition whereby health care quality is ‘the extent to 
which care is in conformity with preset criteria with a minimum of unnecessary expenditures’. 
Later, the Institute of Medicine formulated another definition, which has soon become 
one of the most widely cited definitions of health care quality (Blumenthal, 1996; Helminen, 
2000; Buttell et al., 2008; Nakkeeran & Thiagarajan, 2010). According to it, quality is 
constituted by “the degree to which health services for individuals and populations increase the 
likelihood of desired health outcomes and are consistent with current professional knowledge” 
(Lohr, 1990, p.4). Implicit in this definition is that health care quality is not equated with 
outcome. The definition indicates that high quality health care increases the likelihood of desired 
health outcomes. It implies that poor outcomes occur despite high quality health care and that the 
desired health outcomes may manifest despite poor quality health care. The definition also 
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emphasises the health care professional’s point of view. It emphasises that what is considered 
high quality is tied to the current professional knowledge in health and health care and is thus 
historically contingent; what has been considered best practice a few years ago is now considered 
of suboptimal quality. 
Most definitions and assessments of health care quality, until recently, have focused 
mainly on the viewpoint of the health care professional. Some definitions have included aspects 
of health care service efficiency and cost control as constituents of health care quality. Campbell 
and his colleagues (2000) argued that health care quality can be defined at two levels: the 
individual and the population; and they argued that efficiency of the health care service is only 
relevant when defining health care quality at the level of the population, because achieving 
optimal outcomes for all individual health care users may not be an affordable goal at this level. 
Hence, they define that health care quality for populations as “the ability to access effective care 
on an efficient and equitable basis for the optimisation of health benefit/well-being for the whole 
population” (p.1617). 
The viewpoint of the individual user of the health care service has largely been ignored 
until recently (Graham, 1995; Blumenthal, 1996; Helminen, 2000; Buttell et al., 2008). 
Traditionally, there has been a significant imbalance between health care providers and users, 
with those at the receiving end generally less able to comment on the health care services they 
experienced (Jenkinson et al., 2003). There is now, however, a growing recognition that the 
perspective of the health care user is important. The view that the service user should be able to 
make judgements about the service has pervaded all service sectors and was bound to eventually 
influence the health care service. Social and economic developments—often linked to the wider 
culture of consumerism—have fostered the growing emphasis on the legitimacy and importance 
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of the health care users’ views (Blumenthal, 1996; Marshall & Campbell, 2002; McIver, 2006). 
The concept of ‘patient-centred care’ is one manifestation of the growing recognition of the 
users’ views (Blumenthal, 1996; Jenkinson et al., 2002). There is now increasing interest and 
recognition in eliciting feedback from health care users about their own care. Patient reports are 
now central to the evaluation of health care quality in a growing number of national health care 
systems; indicators of patients’ experience are being increasingly incorporated into performance 
indicators of national health care systems (Jenkinson et al., 2002; 2003; Garratt et al., 2008). 
Recognising the significance of user-centeredness in health care quality, Buttell and his 
colleagues (2008) expanded the Institute of Medicine’s (Lohr, 1990) definition of health care 
quality to read “Quality consists of the degree to which health services for individuals and 
populations increase likelihood of desired health outcomes, are consistent with current 
professional knowledge, and meet the expectations of healthcare users” (Buttell et al., 2008, 
p.62). 
However, over-emphasis on user-centeredness and user satisfaction has been criticised. 
Deming (1986) thought that although user satisfaction is important, quality means more than just 
satisfying the users. Al-Assaf (2001) emphasises that the health care service should meet the 
needs, not the wants of the health care user. Øvretveit (1992) argues that while satisfaction is an 
important aspect of health care quality, it should not be restricted for those users who receive the 
service. Rather, high quality health care should ensure that all who need the health care service 
can and do get it. He defined health care quality as “fully meeting the needs of those who need 
the service most, at the lowest cost to the organization, within limits and directives set by higher 
authorities and purchasers” (Øvretveit, 1992, p.2). High quality health care should not ignore 
those who need care but cannot access it. It is argued however that because of the information 
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asymmetry inherent in health care, health care users may not be able to determine accurately 
their health care needs. Demand for health care is typically supplier-induced. Therefore, 
Øvretveit argues that the health care provider’s judgement of the user’s health care need is 
important for the need to be legitimate. Moreover, high quality health care should not just meet 
the needs of those who need care, it should meet their needs in the most efficient way (Øvretveit, 
1992). 
As apparent from the several definitions, there are several perspectives to health care 
quality. As Donabedian (1988) puts it, “several formulations are both possible and legitimate” 
(p.1743) depending on the stakeholder’s position within the health care system and the nature 
and extent of his/her responsibilities. All definitions, however, seem to assume that high quality 
health care should, on average, lead to better health outcomes than lower quality care (Katz & 
Sangha, 1997). Moreover, it is also evident that the definitions of health care quality have 
evolved and changed over time to accommodate the interests of the many stakeholder groups that 
now play a part in the health care system (Blumenthal, 1996; Helminen, 2000). The definition of 
health care quality has over time included additional elements that are of value to the key 
stakeholders, including the health care user. Emphases on the health care users’ views are now 
increasingly included in definitions of health care quality. 
Logically, different perspectives on and definitions of health care quality call for different 
goals and priorities and for different approaches to its measurement and management 
(Blumenthal, 1996; McGlynn, 1997; Buttell et al., 2008). Also, various ways in which the 
concept of health care quality has been defined indicate that the concept is complex. 
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There is widespread agreement that health care quality is a multidimensional construct 
(Maxwell, 1984; 1992; O'Leary & O'Leary, 1992; Campbell et al., 2000; Donabedian, 2003). 
Scholars seem to agree that health care quality consists of a number of components or 
dimensions, and that each individual dimension, when viewed on its own, provides a partial, but 
specific, picture of quality (Campbell et al., 2000). It is particularly helpful to describe health 
care quality in terms of its dimensions. These dimensions, together, constitute the definition of 
health care quality (Campbell et al., 2000; Donabedian, 2003). 
Maxwell (1984; 1992) identified six dimensions of health care quality: effectiveness, 
acceptability, efficiency, access, equity, and relevance. O’Leary and O’Leary (1992), on the 
other hand, proposed that health care quality has the following dimensions: effectiveness, patient 
perspective, efficiency, accessibility, continuity, and efficacy. A similar list of seven dimensions 
was developed by Donabedian (2003): efficacy, effectiveness, efficiency, optimality, 
acceptability, legitimacy, and equity. Although the lists are slightly different, there seems to be a 
general consensus that certain elements are integral to health care quality. For example, both 
Maxwell (1984; 1992) and Donabedian (2003) list acceptability—which refers to the cultural 
distance between the health care system and its users (Javanparast et al., 2009)—as a dimension 
of health care quality. Similarly, O’Leary and O’Leary’s (1992) idea of accessibility includes 
cultural accessibility of the health care service—in addition to geographic and physical 
accessibility. These views of the dimensions of health care quality demonstrate that cultural 
suitability is an integral component of the concept. 
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3.6.1. Cost	  as	  a	  Consideration	  
Whether or not the monetary cost of health care should enter the definition or assessment of 
health care quality is a perplexing question. Theoretically, health care quality can be separated 
from inefficiency. Technical quality is judged by the extent to which health benefits are expected 
to be attained. And, inefficiency is judged by extent to which health benefits are achieved in an 
unnecessarily costly manner. In practice, however, lower quality health care and inefficiency 
coexist. Wasteful care is either directly harmful to health or indirectly harmful by displacing 
more useful care (Donabedian, 1988). 
It is believed that each added care, if appropriate, corresponds to an improvement in 
health as well as an increase in cost. The corresponding improvement in health, however, 
becomes progressively smaller with each additional care, while cost continues to increase 
unabated. There will be a point beyond which any additional care will result in health 
improvements that are too small to be worth the added cost (Donabedian et al., 1982; 
Donabedian, 1988). Health care quality can be viewed as care that is expected to achieve the 
greatest improvement in health; this is a maximalist specification of quality. Alternatively, if cost 
is a consideration in the definition of health care, it may be set out that care should stop before 
any additional care is disproportionately costly compared to the health benefit it is expected to 
produce; this is an optimalist specification of quality (Donabedian, 1988). Providing optimalist 
care requires—in addition to medical knowledge of whether elements of care are likely to be 
useful—the knowledge of the cost of each element of care. For this reasons, health care 
professionals tend to prefer the maximalist view of health care quality (Donabedian, 1988). 
A distinction has been made in the literature between two levels of defining quality: the 
individual and the population (Donabedian, 1980; Donabedian et al., 1982; Campbell et al., 
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2000). At one level, the level of the individual, the judgement of health care quality takes into 
account the expectations, values, and wishes of the individual user of health care. At this level, 
the principal aim of the health care service is to maximise the health benefits of the individual 
irrespective of the costs imposed on the system. However, individual users undoubtedly differ in 
their values and expectations; they differ in what they need or want from the health care system. 
They are also different from one another in the type and magnitude of their health problems, as 
well as their socio-demographic attributes which have an effect on the natural course of their 
health problem and its response to treatment. Similarly, health care users may place different 
valuations on the various benefits and risks associated with certain forms of care. At this level of 
quality, elements like efficiency and equity may not be relevant; the goal of high quality health 
care is to maximise the individual’s health benefits (Campbell et al., 2000). It has to be noted 
that at this level of defining health care quality, the individual user’s wants and preferences are 
not necessarily superior to the health care professional’s views. The top priority of the health 
care service at this level is to produce the maximum health benefits for each individual user, 
regardless of any other confounding factor.  
At the other level, the level of the population, quality is defined with respect to the 
aggregate net health benefit for the whole society (Donabedian, 1980). Because the resources 
available to health care systems are limited, maximising health benefits of all users may not be a 
reasonable objective (Campbell et al., 2000). The society places different valuations on the 
different forms of care: some forms of care are valued more than others by the collective society. 
These different valuations depend on how the society perceives some forms of care—which it 
values—to be associated with externalities for the society, that is, to be beneficial to more people 
than just the individuals who receive them (Donabedian, 1980). For example, the society may 
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place a significant value on immunisation given its cost-effectiveness and positive externalities. 
This may result in potential conflicts between care for the entire population and care for the 
individual user (Donabedian et al., 1982; Campbell et al., 2000; Hodgson, 2007). That is, what 
the health care system has to provide to an individual user depends on what has been provided to 
all other users and the subsequent availability of resources within the system (Campbell et al., 
2000). For instance, in a publicly-funded health care system where zero out-of-pocket payment is 
the rule, individual users may prefer forms of care that are both more costly and more beneficial 
than the society would. In other words, the society tends to accept a smaller net gain in health 
than individuals might want (Donabedian et al., 1982). At this level of defining health care 
quality, additional elements—not relevant at the level of the individual—such as equity, 
efficiency, and cost become important (Campbell et al., 2000). 
Additionally, the distribution of the aggregate net benefit within the population is of key 
importance at the social level of defining health care quality. That is, the society may place 
different weights of importance on the different segments of the population; for example, the 
elderly or the disabled. These valuations, however, are directly influenced by the norms and 
values shared by members of the society (Donabedian, 1980; Donabedian et al., 1982). Hence, 
they are historically and culturally specific: what one community may regard as necessary may 
be deemed inappropriate in another (Burr, 2003). 
3.6.2. Stakeholder	  Perspectives	  on	  Health	  Care	  Quality	  
The relative importance of each dimension of quality varies considerably across the different 
stakeholders within the health care industry. That is to say, quality is, certainly, relative to the 
stakeholder. The expectations held about the different aspects of health care quality are likely to 
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vary among stakeholders. That is why different stakeholders perceive quality differently 
(Donabedian, 1980; Deming, 1986; Donabedian, 1988; Øvretveit, 1992; Campbell et al., 2000; 
Nakkeeran & Thiagarajan, 2010). As has been illustrated earlier, the concept of health care 
quality has developed from a purely technical to a multifaceted issue that now seeks to satisfy the 
needs and interests of three principal interest groups (Donabedian, 1988; Øvretveit, 1992; 
Nakkeeran & Thiagarajan, 2010). These groups have been described as those who provide care, 
those who manage it, and those who use it (Øvretveit, 1992; Nakkeeran & Thiagarajan, 2010). 
They place different valuations on the various attributes and components of quality and often 
hold different perspectives on what constitutes quality. For example, the focus of attention for 
health care providers may be on the processes of care, while for health care users it may be on 
other factors, like accessibility. In the same way, the principal concern for health care managers 
is possibly efficiency, which users may not value as much (Øvretveit, 1992; Haddad et al., 1998). 
In fact, even the same stakeholder may value different components of quality in different 
situations. For example, different segments of health care users may value different attributes of 
health care. Patients with life-threatening illnesses may give up many of the amenities of care—
like a private room and a choice of meals—for technical excellence. In contrast, patients with 
chronic illnesses, where improvement tends to little and slow, may appreciate the different 
amenities and complementary services (Donabedian, 1980). Quality, as Deming (1986, p.168) 
concludes, “can be defined only in terms of the agent” since different stakeholders value 
different components of quality. This variation in how different stakeholders view and perceive 
quality has prompted authors to define quality from a number of different perspectives, each 
viewing quality from a given stakeholder’s standpoint (Øvretveit, 1992). 
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Accordingly, many definitions of health care quality view the concept from the 
perspective of one stakeholder, often neglecting other stakeholders’ points of view (Donabedian, 
1980; 1988; Øvretveit, 1992; Campbell et al., 2000). Health care quality is viewed differently 
across different stakeholder groups. These differences arise from differences in the scope and 
concern for quality held by the different stakeholders (Donabedian, 1980; 1988). That is, 
depending on where they are and what they do within the health care system, some stakeholders 
may adopt wider or more expansive definitions of health care (see Figure 1), which directly 
affect their conceptions of health care quality (Donabedian, 1988; Øvretveit, 1992). In response 
to these differences in stakeholders’ views, some authors (Øvretveit, 1992) have proposed 
multiple stakeholder-specific definitions of health care quality, each looking at the concept 
through the lens of a given stakeholder. 
As McGlynn (1997, p.9) notes, “quality is in the eye of the beholder”. Different health 
care stakeholders hold different perspectives on health care quality. Different perspectives on 
health care quality call for different goals and priorities and different approaches to quality 
assessment. The different stakeholder groups have different values and expectations about the 
health care system and the various dimensions of health care quality. All these difference 
between stakeholders’ perspectives and expectations result in different requirements and 
preferences about health care quality adopted by the various stakeholders. These preferences are 
often in conflict with each (Donabedian, 1980; 1988; Øvretveit, 1992; Blumenthal, 1996; 
McGlynn, 1997; Campbell et al., 2000; Buttell et al., 2008). 
As has been illustrated earlier, the concept of health care quality has evolved over time to 
accommodate the multiple competing interests of stakeholders. It has included additional 
elements that are valued by the various stakeholders (Blumenthal, 1996; Helminen, 2000; 
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George & Sanda, 2006). The concept of health care quality has moved, over the years, from a 
solely technical subject to a comprehensive and multifaceted issue (Donabedian, 1988), that now 
seeks to satisfy not only health care professionals—as it has done for decades—but also the 
users, managers, and purchasers of health care (Øvretveit, 1992; McGlynn, 1997; Camilleri & 
O'Callaghan, 1998; Jenkinson et al., 2003; George & Sanda, 2006; Jenkinson et al., 2002). 
The current thinking in health care policy and management places a great emphasis on 
the perspective of the health care user. There is now increasing interest among health care 
systems in eliciting feedback from health care users about several aspects of care to monitor and 
improve health care quality (Jenkinson et al., 2002; Chow et al., 2009). Health care services now 
seek to provide not only evidence-based and clinically effective care but also—increasingly—
care that is judged by health care users as acceptable. Patient-centred care can be viewed as one 
that approaches the patient as a unique human being with his or her own story to tell. Patient-
centred care is thus an approach or strategy through which the health care provider aims to gain 
an understanding of the patient as well as the disease; this is in contrast to focusing strictly on the 
disease (Saha et al., 2008). Patient-centred care, in general, seeks to explore the illness 
experience as perceived by the patient; to understand the patient as a whole person rather than a 
disease; and to find common grounds regarding management between the perspectives of the 
doctor and the patient. In addition, patient-centred care aims to enhance the doctor-patient 
relationship and to incorporate the important elements of health promotion and health prevention 
in the management plan (Mead & Bower, 2000; Stewart et al., 2003; Saha et al., 2008). 
A number of tools have been developed to assess the health care from the perspective of 
the health care user. One of the most widely used tools for this purpose is the Picker Patient 
Experience (PPE) questionnaire—a survey instrument developed for the purpose of measuring 
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patients’ experiences of their care. The PPE questionnaire is composed of 15 questions that 
measure patients’ experience within eight areas relating to their care—including information and 
patient education; emotional support; physical comfort; respect for patient preferences; 
involvement of family and friends; coordination of care; continuity and transition; and the 
overall patient impression about their health care experience (Jenkinson et al., 2002). The PPE 
questionnaire is now used by a number of governments and national health care systems to 
monitor their health care services performance and quality of care (Jenkinson et al., 2002; 2003). 
Patients, however, or health care users in general are not a homogenous group. They are 
culturally diverse and their preferences about health care quality vary. They also differ in their 
assumptions and expectations about health care quality, which may have been shaped in response 
to previous experiences or a friend’s word-of-mouth (Zeithaml, 1981; Donabedian, 1988; 
Øvretveit, 1992; Silberman, 1995; Haddad et al., 1998). Differences in health status, health care 
quality, and use of health care services have been documented in the literature across different 
cultural groups, different age groups, and between men and women, among other variables 
(Nickens, 1995; Bethell et al., 2003). This demonstrates that the provision of culturally sensitive 
high quality health care is both challenging and important. 
Because health care professionals and users understand disease differently, they have 
different expectations of health care and therefore different ways of evaluating health care 
quality (Helman, 1981; Mishler, 1981; Silberman, 1995; George & Sanda, 2006). Health care 
users tend to evaluate health care in terms of its responsiveness to their individual needs. They 
judge the quality of health care by its impact on their lives (Silberman, 1995; McGlynn, 1997). 
Their judgments of health care quality are therefore influenced by the cultural lenses through 
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which they interact with the health care system and experience the health care service (see 
Chapter 4). 
The health care user perspective on health care quality may provide a unique insight into 
their experience and their perceived health care quality. The perspective of the patient can reflect 
the distinct views of the patient, about how they have experienced their health care, which may 
not be immediately evident to the health care provider. For example, a health care provider may 
understand the patient’s lack of gastrointestinal bleeding, and the consequent lack of need for 
blood transfusion, as a sign of high-quality health care, whereas the patient may not fully 
recognise the benefits of averted transfusion. The patient, instead, may recognise the full impact 
of erectile dysfunction—something that may not be immediately noticeable by the health care 
provider (George & Sanda, 2006). 
Health care quality can be characterised from either or both of the patient and provider 
perspectives, as illustrated in Figure 2 (George & Sanda, 2006; Chow et al., 2009). The 
perspectives of the patient and the provider may provide distinct and complementary views on 
health care and health care quality depending on the area or domain of health care being 
evaluated. In non-overlapping areas (the blue and yellow shaded areas in Figure 2, respectively), 
the patient and the provider may have distinct and contrasting perspectives on, for example, the 
severity of the treatment side effects, each reflecting distinct elements of the quality of care 
received (George & Sanda, 2006) In these areas, the patient perspective is exceptionally valuable 
since it assesses areas that are inaccessible to the health care provider, including the patient-
reported health status, quality of life, and satisfaction with care. On the other hand, in areas 
where the perspectives of the patient and the provider overlap or converge (as in the green 
shaded area in Figure 2), the patient and the provider may share similar views regarding health 
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care and its quality. Other areas of health care quality may remain ambiguous or 
incomprehensible to the patient or the provider. These areas (shown in Figure 2 as the unshaded 
areas within the health care quality rectangle) represent the elusive component of health care 
quality where medical knowledge is lacking about the effectiveness of particular treatment 
modality (George & Sanda, 2006). 
 
	  
Figure	  2:	  Health	  care	  quality	  from	  the	  patient-­‐	  and	  the	  provider-­‐perspectives	  
 
On the other hand, health care managers’ concern may be on how well the system’s 
limited resources are to be spent. Health care management tends to evaluate quality in terms of 
the perceived efficiency of health care. From the management point of view, quality is seen as 
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the efficient distribution of resources to meet the needs of the users within, of course, the limits 
and constraints of the system (Øvretveit, 1992). The expectations of the health care users and 
those of the management may, therefore, be poles apart. The viewpoints of health care managers 
and users on issues like the choice of provider and access to care are likely opposing (McGlynn, 
1997). 
Health care professionals, on the other hand, tend to evaluate quality in terms of the 
processes of care and their capacity to produce desired health outcomes, based on scientific 
evidence. Their judgements, typically, focus mainly on the technical aspects of health care 
(Donabedian, 1988; Bruce, 1990; Øvretveit, 1992; Haddad et al., 1998). They, however, may 
appear to be caught between the competing demands of the other stakeholders, specifically, the 
attempts to control the costs of health care provision; the demands of health care users; and their 
beneficence-based professional judgement about best practice. 
The interests of the key stakeholder groups in health care are in conflict (McGlynn, 
1997). Due to the conflicting requirements of the different stakeholders, many definitions of 
health care quality are biased towards a particular stakeholder. Definitions of quality in the 
service sector tend to be focused entirely on the user. However, because of the information 
asymmetry present in health care but not in many other service industries, health care quality 
cannot—and should not—be entirely based on the health care users’ wants and preferences. 
Therefore, many studies use stakeholder-specific definitions of health care quality (Haddad et 
al., 1998). The concept should, though, address the different perspectives of key stakeholders 
and integrate or balance their competing viewpoints (Øvretveit, 1992; McGlynn, 1997). 
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3.6.3. Cultural	  Competence	  
As the patient-centred approach to providing health care gained more recognition in recent years, 
so did the concept of cultural competence in health care. Each concept has been viewed by 
proponents as one aspect of the other: cultural competence has been viewed as merely an 
element of patient-centeredness, while patient-centeredness has been viewed as one aspect of 
cultural competence. In any case, however, many of the core principles of cultural competence 
are the same as those of patient-centered care. Respect for patients as individuals; engagement 
with them as partners; and holistic consideration of the sociocultural context are viewed as key 
principles from both the perspectives of patient-centeredness and cultural competence (Carillo et 
al., 1999; Saha et al., 2008). 
The primary driving force for the cultural competence movement is the recognition that 
cultural, social, and linguistic barriers hinder the delivery of effective health care and contribute 
to the widespread health disparities across the population (Betancourt et al., 2003; 2005; Saha et 
al., 2008). In many health care systems, clinicians are increasingly seeing patients from a broad 
range of cultural backgrounds (Betancourt et al., 2003; 2005). At its core, cultural competence 
seeks that the clinician sees the patient’s illness experience through the patient’s eyes (Saha et 
al., 2008). Recognizing that both the health care provider and user bring cultural perspectives to 
the encounter, it is important to bridge the cultural distance that exists between the health care 
provider and the health care user (Kleinman et al., 1978; Saha et al., 2008). From a cultural 
competence viewpoint, physicians are encouraged for example to explore their own cultural 
input into the health care encounter; to reflect on the social power associated with their status as 
medical professionals; and to critically question and deconstruct the medico-centric perspective 
(Kleinman et al., 1978).  
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Familiarity with the various cultural perspectives a health care provider might encounter 
in clinical practice is thought to be beneficial for providing a culturally competent care. 
Clinician’s awareness of and respect for different cultural traditions is equally valued. A good 
grasp of knowledge about all cultural perspectives a clinician might encounter is however 
infeasible if not at all possible (Saha et al., 2008). In addition, viewing patients as members of 
cultural groups rather than individuals with unique perspectives and experiences could lead to 
stereotyping patients and consequently providing inappropriate care (Saha et al., 2008).  
The concept of cultural competence itself has evolved and expanded over time to 
incorporate aspects of health care beyond the interpersonal doctor-patient encounter such as how 
the health care service is organised and delivered to all cultural minority groups within a given 
society—who are most affected by racial or ethnic disparities in health care (Carillo et al., 1999; 
Betancourt et al., 2003; 2005; Saha et al., 2008). Additionally, the concept of cultural 
competence in health care expanded beyond culture itself and encompassed issues such as 
prejudice, discrimination, stereotyping, and social determinants of health external to the health 
care system (Betancourt et al., 2003; Saha et al., 2008). 
3.6.4. The	  Structure-­‐Process-­‐Outcome	  Model	  
Donabedian (1966; 1980) has proposed a systems-based framework to define the categories of 
health care: the structure-process-outcome model. His framework has been used as a basis for 
defining health care quality (Campbell et al., 2000) and has proven to be a potentially valuable 
model to study the concept and determine its components (Baker, 1988; Campbell et al., 2000; 
Rubin et al., 2001). Donabedian’s model makes a distinction between three broad domains of 
health care: structure, processes, and outcome (Donabedian, 1980). 
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The structure of health care refers to the settings through which care is delivered, 
including physical as well as organisational settings. It includes the resources needed to provide 
health care, whether human, physical, financial, or otherwise. For example, it includes staffing, 
equipment, and buildings, as well as their characteristics in all detail. However, the term goes 
beyond resources to include the ways in which these resources are organised and controlled; that 
is, it includes how the health care service is financed, delivered, and regulated (Donabedian, 
1966; 1980). For example, opening hours and appointment booking systems are structural 
features of health care. 
As can be drawn from the above, health care structure provides the opportunity for 
individuals to receive care. It does not, however, guarantee it (Campbell et al., 2000). Structure 
merely acts as the conduit through which health care is delivered. Obviously, the lack of certain 
structural features can have a direct impact on health care, which can only be delivered through 
certain settings and structures. Yet, the presence of these structures is not necessarily associated 
with proper health care delivery, which, in turn, depends on how well these structures are 
utilised. Therefore, it has been suggested that structure is not an integral component of health 
care. Rather, it may be considered as the means by which care is provided (Campbell et al., 
2000). 
It has to be noted that the term ‘structure’ has been used in organisational theory, 
depending on the context, to refer to a number of different but related constructs. It could refer to 
either or both of the physical structures and the social structures within an organisation 
(Fombrun, 1986; Sheaff et al., 2004). In his model of structure-process-outcome, Donabedian 
(1966; 1980) used the term structure to describe both the physical and social structures within 
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health care organisations. Donabedian’s structure does not, therefore, include agency (Giddens, 
1984), the capacity of individuals to act independently within physical and social structures. 
The process of health care involves the interactions between users and the health care 
structure. They can be considered as activities that constitute the actual delivery and receipt of 
care, and include what is actually done to or with the health care users (Campbell et al., 2000). 
Processes of health care (represented by the central core in Figure 1) can be divided into two key 
categories: technical and interpersonal (Donabedian, 1980; 1988). The technical processes 
include aspects of the user-provider interactions that are directed primarily against the user’s 
health problem; they deal more explicitly with the biomedical aspects of the health problem 
(Donabedian, 1980; Campbell et al., 2000). The terms ‘technical care’ and ‘clinical care’ have 
both been used to describe this category of processes; however, it has been suggested that 
clinical care is a more appropriate term since there are, arguably, technical aspects to 
interpersonal care (Campbell et al., 2000). The goodness of clinical processes is often based 
upon the findings of scientific evidence and research (Donabedian, 1980; 1988; Campbell et al., 
2000). 
On the other hand, interpersonal processes describe aspects of the user-provider 
interactions that deal more with the psychosocial element of the user’s health problem (Campbell 
et al., 2000). Unlike clinical processes, the interpersonal processes of care are less likely to be 
based upon scientific evidence; rather, they tend to be influenced by the social norms and values 
that govern the relationships among people, in general, and between health care professionals 
and users, in particular (Donabedian, 1980). Since these norms and values are culturally shared, 
they tend to vary across different cultures. Therefore, the interpersonal processes of care are 
likely to differ among different cultures and societies (Burr, 2003). Similarly, interpersonal 
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processes of care are influenced by individual and social expectations and standards, whether 
these are in accordance or in conflict with clinical processes (Donabedian, 1988). 
The two categories of process are closely interrelated and reciprocally linked. The 
success of clinical management, in many health care settings, is heavily influenced by the nature 
of the interpersonal relationship between the user and the provider (Donabedian, 1980; 1988; 
Øvretveit, 1992). This suggests that quality of health care is multifaceted. It is not exclusively 
dependent on the provider’s performance: the responsibility of the health care user may be 
equally important (Donabedian, 1988). The health care user participation in the receipt of health 
care is crucial as it directly affects the quality of care received. The user should perform his or 
her part of the health care transaction to ensure the receipt of high quality care by the provider. 
For example, the user may need to give an extensive description of his or her symptoms so that 
the health care provider can arrive at an accurate diagnosis (Zeithaml, 1981). In addition, the 
effectiveness and types of clinical modalities can, with time, shape the doctor-patient 
relationship. In some settings of health care, for example, psychotherapy, the two types of 
processes cannot be easily separated from each other (Donabedian, 1980). Since clinical care is 
not completely based on scientific evidence and interpersonal case is, at least in part, based on 
science, the distinction made between the two categories is not an absolute one, and the two 
categories may possibly overlap (Donabedian, 1980). 
The third domain of health care in Donabedian’s (1966; 1980) model is outcome. 
Outcomes are the consequences of care, whether or not directly related to the health problem for 
which care was sought. They refer to the change in the patient’s present and future health, as it is 
broadly defined by the World Health Organization (1948). For example, resolution of symptoms, 
social restoration, and rehabilitation are all possible outcomes of health care (Donabedian, 1966). 
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However, the outcomes of care extend further to cover the psychosocial aspects of and the users’ 
attitudes towards health care. Examples of such outcomes include patient satisfaction and health-
related behavioural changes (Donabedian, 1980). It has been argued that outcome is not a 
component of health care. Rather, it is a consequence of care (Campbell et al., 2000). 
However, despite its general acceptance and widespread use, Donabedian’s structure-
process-outcome model has been criticised on a number of accounts. The model’s assumption 
that structures affect processes, which in turn affect outcomes, has been described as too linear to 
accurately represent the relationships between the various domains of health care (Mitchell et al., 
1998). In addition, the structure-process-outcome model has also been criticised for failing to 
account for antecedents of medical care, primarily patient and environmental risk factors, which 
may have a significant influence on health care quality or outcomes of care (Mitchell et al., 
1998; Coyle & Battles, 1999). 
It has been suggested that the relative lack of correlation between health care process and 
outcome is the result of lack of inclusion of important patient characteristics that had an impact 
on the outcomes measured (Coyle & Battles, 1999). It has been suggested that factors such as 
patient factors—including genetics, socio-demographic attributes, health beliefs, and health-
related behaviours—and environmental factors—such as the patient’s personal, social, and 
cultural characteristics—are all absolutely necessary for understanding of the effectiveness of 
health care process (Coyle & Battles, 1999). Failure to include such relevant and important 
factors in the structure-process-outcome model may have limited the model’s utility for 
recognising how the three domains of health care interact with and influence each other (Coyle 
& Battles, 1999; Carayon et al., 2006). 
 
 62	  
3.6.5. Approaches	  to	  Health	  Care	  Quality	  Assessment	  
Given the complexity of health care quality, there is no single gold standard approach for 
assessing it. In 1983, a working group of the World Health Organisation divided health care 
quality into four areas: professional performance (technical quality), use of resources 
(efficiency), risk assessment, and patient satisfaction with the health care service (World Health 
Organization, 1983). However, this classification is considered somewhat outdated as it appears 
very technically driven and provider-focused (Greenhalgh & Eversley, 1999). 
Donabedian’s (1966; 1980) triad system of structure, process, and outcome is probably 
the best-established taxonomy of health care quality (Greenhalgh & Eversley, 1999; Campbell et 
al., 2000; Rubin et al., 2001). Data from the three domains of health care—structure, process, 
and outcome—have been used to assess health care quality (Donabedian, 1980; Rubin et al., 
2001). While it is possible to use data from any of the three domains, the differing approaches to 
quality assessment will likely yield different judgements about the goodness of health care. 
Donabedian (1966) described the attributes and characteristics of high quality as ‘value 
judgements’ that are applied to the several aspects, properties, or components of any of the three 
domains of health care. As such, he concluded that health care quality “may be almost anything 
anyone wishes it to be, although it is, ordinarily, a reflection of values and goals current in the 
medical care system and in the larger society of which it is a part” (p.692). Due to their 
conflicting and competing interests, stakeholders apply different ‘value judgements’ to the 
various aspects of health care quality depending on how they value them. As well, stakeholders 
may have different preferences for approaches to health care quality assessments. As will be 
discussed in Chapter 4, values are an important part of the cultural system. 
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Because of their differing emphases, different approaches to the assessment of health care 
quality yield different judgements about it. Donabedian (1980) argues that the most way to 
assess the quality of health care is to examine that care; that is, to examine the actual process of 
that care. In other words, it is argued that the goodness of health care is determined by the 
performance of the health care system or the processes of care—whether clinical or 
interpersonal—within the system. Assessment of health care quality by examining the process of 
care is justified, because the assessor is not interested in the power of medical technology to 
achieve results—in general; rather, he or she is interested in whether what is now known to be 
good and effective health care has actually been applied (Donabedian, 1966). There is 
considerable debate however regarding a process-based evaluation of health care quality (Rubin 
et al., 2001). 
It has been stated earlier that health care processes can be divided into two categories: 
technical (or clinical) and interpersonal. With regard to the clinical processes, the relationship 
between them and their outcome is determined by the current state of science and technology 
(Donabedian, 1980; 1988; Rubin et al., 2001). How good a certain clinical process is is 
dependent upon its expected ability to result in improvements in health status, based on the 
current knowledge in health care (Donabedian, 1988). For a process measure to be valid, there 
must be a strong relationship between the process and the outcome measures (Rubin et al., 
2001). That is to say, even if the expected improvements have not been achieved, quality of 
clinical management is said to be good as long as it conforms to the practice that is currently 
expected to result in the greatest improvement in health. 
Therefore, quality of clinical management is limited by our current knowledge of health 
and medicine. The current knowledge of what is considered current best practices has formed, 
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over time, because on the average these practices are known to produce the greatest 
improvement in health (Donabedian, 1988). However, although some areas of the current 
knowledge in health care sciences are firm and detailed, other areas are still lacking and 
incomplete (Donabedian, 1988; Rubin et al., 2001). For example, some of our current knowledge 
of health care may have been derived from biased observations or improperly conducted studies, 
and hence are of questionable validity. Nevertheless, the quality of clinical management is not 
expected to go beyond the limits of our current knowledge in health and medicine. That is, if the 
realised fraction of what is currently known to be achievable in health status is called 
effectiveness, the quality of clinical care becomes proportionate to its effectiveness (see	  Figure	  3) 
(Donabedian, 1988). 
 
	  
Figure	  3:	  Clinical	  effectiveness	  of	  care	  
 
On the other hand, the management of the interpersonal processes is governed, as 
mentioned earlier, by the values and norms of a given society, rather than science (Donabedian, 
The solid line indicates clinical 
effectiveness in a certain disease, 
which represents the power of 
medical knowledge to achieve 
health improvements. For 
example, care 1 is said to be of 
higher clinical quality than care 2 
because at the time it was given, 
it was known to produce a 
greater proportion of what was 
known to be clinically 
achievable. 
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1980). The goodness of interpersonal performance is therefore judged by the extent to which 
interpersonal processes are in accordance with these values and norms, within the frame of 
accepted individual and social standards. Therefore, the interpersonal process must adapt to so 
many variations in the preferences and expectations of individual users of health care 
(Donabedian, 1980; 1988). Although the interpersonal process is a vitally important element of 
health care quality, it is often ignored in quality assessments, mainly because the information 
about it is not easily available (Donabedian, 1988). 
It can be concluded that the quality of the health care process has been defined as a 
normative behaviour, the norms being derived from both the science of medicine and the values 
of the society (Donabedian, 1980). Hence, assessing health care quality by examining the health 
care process depends on the evidence that links the health care process with improved health 
outcomes. That is, for quality measured using data on the process of health care to be credible, it 
has to be demonstrated that a change in the process leads to a change in the outcome. Health care 
quality cannot be measured for processes for which no research is evidence is currently available 
(Davies & Crombie, 1995; Brook et al., 1996; 2000). 
Stakeholders may hold different preferences for different (types of) processes. For 
example, health care users with serious or life-threatening conditions may subordinate 
interpersonal communication to clinical competence, on which they place the highest value. On 
the other hand, users with mild or self-limiting conditions may value the interpersonal processes 
of care over the clinical ones (Donabedian, 1980; Brook et al., 2000). In addition, the individual 
user’s value system may also play a role in his or her preference for certain processes of care 
over others (Silberman, 1995; Brook et al., 2000). 
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Another approach to assess health care quality is to examine the structure of health care. 
The goodness of health care structure may be a less direct judgement on health care quality than 
judgements made on the health care process itself. It is generally assumed that the quality of care 
is contingent upon the presence of an appropriate environment that is facilitative to high quality 
health care delivery (Donabedian, 1966). That is, structure can influence health care quality 
indirectly by either increasing or decreasing the likelihood of good performance (Donabedian, 
1980; 1988). Proper system design and sufficiency of resources can, undoubtedly, boost the 
quality of care; however, these attributes of structure do not guarantee, by themselves, that high 
quality of care will follow. For example, care from a trained health care professional with poor 
communication skills does not constitute high quality health care. The mere availability of good 
structure is not guaranteed to produce high quality health care. Health care structures are, 
therefore, indirect influences on quality (Campbell et al., 2000). Yet, structure may have 
influence on the process of care. For example, staff shortage or treatment unavailability could 
possibly disrupt health care processes and subsequently the functioning of the service. That is, 
health care providers cannot provide high quality care in the absence of necessary resources 
(Campbell et al., 2000). 
In addition, the health care outcome has been frequently used as a measure of the quality 
of health care. Examples include the studies of perinatal mortality rates and surgical fatality rates 
(Donabedian, 1966; Needleman et al., 2002; Starfield et al., 2005; Chow et al., 2009). Unlike 
health care process, assessments of health care outcomes reflect both the power of medicine and 
medical science to achieve certain health-improving results under certain conditions and the 
extent to which ‘scientific medicine’—as currently conceived—has been applied in the instance 
under study. This may limit the use of outcome as a relevant measure of health care quality 
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because what is needed is actually to separate the two effects rather than measuring their sum 
(Donabedian, 1966). 
More importantly, health care outcomes are only partially produced by health care. They 
are contingent upon a multitude of factors including, but not limited to, the structure and process 
of health care (Donabedian, 1966; 1988; Brook et al., 2000; Campbell et al., 2000; Rubin et al., 
2001). For example, most people get well in spite of medical errors and poor health care, in 
general (Brook et al., 2000). When a health care provider discovers that his patients had worse 
outcomes than another provider’s patients, it may be unclear what, if anything, should be done 
about it (Rubin et al., 2001). The assumption is that outcomes reflect the quality of health care 
provided; hence, poor outcomes are the result of deficiencies in care (Davies & Crombie, 1995). 
However, the presence of good structure and good process only increases the likelihood of good 
outcome (Donabedian, 1988; Campbell et al., 2000), which is influenced by other factors. In 
fact, it is impossible to know for sure the extent to which an outcome is attributed to a certain 
process of care. Health care outcomes reflect all components of care provided by all members of 
the health care team, among other things. In theory, all significant factors other than health care 
should be held constant during and after care, so that valid conclusions can be drawn about the 
outcome of health care (Donabedian, 1966; 1988). In addition, the relationship between the 
health care systems—being made up of structures and the processes taking place within them—
and their outcomes is often causal rather than logical. That is, an expected outcome will not 
necessarily follow from certain processes using certain structure, as logically expected 
(Campbell et al., 2000).  
Moreover, many outcomes occur years after the health care encounter, which renders 
their use in assessing health care quality problematic and questionable. Many outcomes that are 
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important to the patient, such as functional status and quality of life, may require years after the 
illness for them to be measured (Donabedian, 1966; Davies & Crombie, 1995; Brook et al., 
2000; Campbell et al., 2000; Rubin et al., 2001). Another consideration that limits the use of 
outcomes as a measure of health care quality is that many health care outcomes are themselves 
difficult to measure. Examples of these include social restoration, physical disability, and 
rehabilitation (Donabedian, 1966; Davies & Crombie, 1997; Castle & Ferguson, 2010). Other 
important outcomes may be relatively rare that an evaluator would need to wait to accrue a larger 
sample of patients, thus increasing the time for evaluation (Rubin et al., 2001). 
In addition, the face validity that some outcomes have as measures of high or poor quality 
health care is not absolute and may be debated. Some types of medical treatments, while 
considered good medicine in some cultures, can be incapacitating in others. For example, 
surgical correction of developmental hip dysplasia for the Navajo Native American—who 
spends much time seated on the floor—can be crippling (Donabedian, 1966). Health care 
providers are generally wary of health care outcome measures that are influenced by several 
other factors than health care and are hence of questionable validity (Rubin et al., 2001). Health 
care outcomes must therefore be used with discrimination in quality assessments. As Donabedian 
(1966) notes, health care outcomes remain, however, “the ultimate validators of the effectiveness 
and quality of medical care” (p.694). 
Many empirical studies have examined the relationships between health care quality and 
the three domains of health care—structure, process, and outcome. It is generally assumed that 
good health care structure increases the likelihood of good process and good process increases 
the likelihood of good outcomes (Donabedian, 1988; Campbell et al., 2000). Knowledge about 
the relationships of the different health care domains comes from a variety of sources. For 
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example, knowledge about the relationship between structure and process (and outcome) comes 
from organisational sciences. What is known from these sciences suggests that the relationship 
between health care structure and health care process is rather weak and inconsistent 
(Donabedian, 1988; Brook et al., 2000; Campbell et al., 2000; Sheaff et al., 2004). Similarly, the 
relationship between structure and outcome is, too, inconsistent (Mitchell et al., 1998; Campbell 
et al., 2000; Sheaff et al., 2004). From structure, it can only be inferred that settings are 
conductive or facilitative to good care. It cannot be asserted from structure, however, whether 
care was of high or poor quality (Donabedian, 1988). 
Knowledge about the relationship between the attributes of the interpersonal process of 
health care and outcome proceeds from the behavioural sciences. However, assessments of the 
interpersonal aspects of care have often been ignored from assessments of health care quality 
because information about them is not easily available. Moreover, the criteria and standards upon 
which the interpersonal process of care can be assessed are not well-developed, due in part to the 
great variation in the preferences and expectations of the individual users of health care 
(Donabedian, 1980; 1988). Furthermore, what is known about the relationship between the 
clinical process of care and outcome derives, obviously, from the health care sciences. Quality of 
the clinical process is, therefore, limited by the extent of our knowledge of these sciences (see 
Figure 3) (Donabedian, 1988). 
As a general rule, the best system of health care quality assessment should include 
elements of the three domains, structure, process, and outcome. Such a system allows 
supplementation of one approach’s weaknesses by strengths from another approach 
(Donabedian, 1988). 
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The structure-process-outcome model of health care quality (Donabedian, 1966; 1980) 
has dominated approaches to understanding and evaluating health care quality. In contrast, much 
less has been written about the relationship between health care quality and culture. It is known 
from the literature that the concepts of health and health care are influenced by cultural factors 
(Eisenberg, 1977; Helman, 1981; Mishler, 1981; Morgan et al., 1985; Wildes, 1999; Burr, 2003; 
Yadavendu & Kumar, 2009). However, the mechanism of how culture influences health care 
quality has not been explicitly studied. 
3.7. Primary	  Care	  
As this study aims to explore the concept of health care quality in the primary care settings, it is 
appropriate—and important—to, at least briefly, discuss the context of primary care. Interest in 
primary care has been increasing. The importance of primary care is increasingly recognised in 
health care systems around the world (World Health Organization, 2003; 2008). Many health 
care systems, including that of Kuwait, place a particularly strong emphasis on primary care 
(Fraser, 1995; Abyad et al., 2007; Kuwait Institute for Medical Specialization, 2008). This 
growing global interest in primary care is not surprising and is due to the multiple benefits 
associated with this level of health care. 
Studies have consistently shown that a strong primary care system is associated with 
better health outcomes (Franks & Fiscella, 1998; Starfield et al., 2005; Beasley et al., 2007; 
Starfield & Shi, 2007; Stange & Ferrer, 2009). In a review of the contributions of primary care to 
health care systems, Starfield and her colleagues (2005) found that the studies reviewed have 
constantly shown that a strong relationship exists between primary care and most of the health 
outcomes reviewed. For example, it has been shown that primary care has a significant influence 
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on total mortality; the more primary care-oriented a health care system is, the lower the overall 
mortality (Shi, 1992; 1994; Shi et al., 1999; 2003a; 2003b; Macinko et al., 2003). Moreover, 
primary care is associated with lower disease-specific mortality for a variety of conditions, 
including heart disease, lung disease, cancer, and stroke (Shi, 1992; 1994; Shi et al., 1999; 
Macinko et al., 2003). Furthermore, research on the effects of primary care on health has shown 
that primary care has a positive impact on life expectancy (Vogel & Ackermann, 1998; Shi et al., 
1999). As well, research has demonstrated that health care systems with orientation towards 
primary care perform better in other health indices, like infant mortality rate, postneonatal 
mortality rate, and low birth weight rate (Shi, 1992; 1994; Vogel & Ackermann, 1998; Shi et al., 
1999; 2004b). Good experiences with primary care are generally associated with better self-
reported health on the side of the patient (Shi & Starfield, 2000; Shi et al., 2002; Shi et al., 
2004a). These associations between primary care and health outcomes have been attributed to the 
four main elements of primary care practice, namely first-contact care, longitudinality, 
comprehensiveness, and coordination (Starfield, 1992). 
Another well-established benefit of primary care is that it reduces the negative effects of 
socioeconomic inequalities on population health (Shi et al., 1999; Shi & Starfield, 2000; Shi et 
al., 2002). It is well known that socioeconomic deprivation has a significant negative impact on 
health of people who are further down the social ladder. Within any society, most diseases are 
more common further down the social ladder. Life expectancy is strongly but inversely related to 
poverty and deprivation (Quick & Wilkinson, 1991; Marmot & Wilkinson, 1999; Wilkinson & 
Marmot, 2003). Studies have shown that primary care has a great potential to reduce health 
disparities associated with socioeconomic deprivation. The effects of primary care on health are 
most prominent in the more deprived and disadvantaged communities (Van Doorslaer et al., 
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2004; Starfield et al., 2005), and extend to cover many health outcomes, including total 
mortality, heart disease mortality, cancer mortality, and stroke mortality (Shi et al., 2005a; 
2005b; Starfield et al., 2005). As well, primary care reduced disparities in infant mortality, 
postneonatal mortality, and low birth weight across the social ladder (Shi et al., 2004b). There 
are fewer disparities in self-reported health in health care systems with orientation towards 
primary care (Shi & Starfield, 2000; Shi et al., 2002). 
Furthermore, in addition to its health benefits, primary care is also associated with lower 
total costs of health care (Franks & Fiscella, 1998; Starfield & Shi, 2002; 2007; Starfield et al., 
2005). This is, at least in part, because primary care provides better preventive care services and 
reduces the costly and inappropriate hospital care (Franks & Fiscella, 1998; Starfield, 1998; 
Starfield et al., 2005). Research has shown that compared to hospital- or institutional-based care, 
primary care providers can manage common diseases in the population at lower cost—without 
compromising patient outcomes (Whittle et al., 1998). Studies have shown that strong primary 
care is associated with reduced costs (Franks & Fiscella, 1998). National health care systems 
with stronger primary care had lower total costs of health services, while those with less 
emphasis on primary care had significantly higher costs. Countries with greater proportion of 
their physicians practising primary care tend to have lower per capita health expenditure than 
those with a greater proportion of specialists (Starfield, 1998; Starfield & Shi, 2002). 
The evidence is strong and consistent in showing that—across health care systems—
primary care is linked to better health outcomes, reductions in health disparities, and reductions 
in health care costs. These influences of primary care have been demonstrated in various health 
care systems throughout the world. They have been demonstrated over time and across all types 
of studies (Starfield et al., 2005; Starfield & Shi, 2007). The multiple benefits of primary care 
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continue to attract the attention of health care providers and policy makers. With the increasing 
pressures and rising costs of health care, there is a growing need to shift the focus to primary 
care and to intensify research on health care quality in primary care, especially in health care 
systems that place greater emphasis on this level of health care. 
3.7.1. Defining	  Primary	  Care	  
There is no consensus definition of primary care. Various definitions have been put forward by 
various authors and authorities. In these definitions, primary care has been variously viewed as a 
strategy for organising health care services; a set of attributes or functions; or a level of care. 
This considerable diversity of opinion about the scope and nature of primary care has made it 
difficult to adopt a consensus definition of the term (Donaldson et al., 1994; Lee et al., 2007; 
2009). However, a number of commonalities are shared across many of the widely-cited 
definitions of primary care (Muldoon et al., 2006). In a report by the Institute of Medicine, 
primary care was defined as follows. 
Primary care is the provision of integrated, accessible health care services by clinicians who 
are accountable for addressing a large majority of personal health care needs, developing a 
sustained partnership with patients, and practicing in the context of family and community.  
(Donaldson et al., 1996, p.1) 
Another definition of primary care was proposed by Starfield. She defined primary care 
as: 
First-contact, continuous, comprehensive, and coordinated care provided to populations 
undifferentiated by gender, disease, or organ system.   (Starfield, 1994, p.1129) 
Starfield presented another definition, which became commonly cited. The definition 
holds that primary care is  
[That] level of a health service system that provides entry into the system for all new needs and 
problems, provides person-focused (not diseases-oriented) care over time, provides care for all 
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but very uncommon or unusual conditions, and coordinates or integrates care provided 
elsewhere or by others.  (Starfield, 1998, pp.8-9) 
The definition of primary care has been sequentially modified since the introduction of 
the term (Pearce & Matheny, 2003). A number of elements of primary care are common to the 
above definitions—and many others in the literature. Identification of the key elements or 
attributes of primary care has been a prominent feature in the literature of the subject. An early 
monograph by Alpert and Charney (1973) described three fundamental characteristics of primary 
care: first-contact care, longitudinality, and coordination (or integration). These characteristics 
are, at least in part, based on the descriptions of primary care provided in the Millis Commission 
report, which had earlier noted that primary care provides first-contact medical care; assumes the 
longitudinal responsibility for the patient regardless of the presence or absence of disease; and 
integrates the physical, mental, and social aspects of health (Millis, 1966). A report by the 
Institute of Medicine (Scheffler et al., 1978) proposed that accessibility, comprehensiveness, 
coordination, continuity, and accountability are essential to the practice of good primary care. 
These attributes are consistent with other reports that emphasised first-contact and 
longitudinality as key aspects of effective primary care (Starfield, 1992; 1994; Green et al., 
2004). Sometimes, ‘affordability’ is mentioned as an attribute of primary care, adding emphasis 
to equity and equitable distribution of resources (Green et al., 2004). 
The Declaration of Alma-Ata, probably one of the most frequently cited landmark events 
in the literature of primary care, further emphasised the importance of social and cultural 
suitability of primary care services. It defined primary care as 
[Essential] health care based on practical, scientifically sound and socially acceptable 
methods of technology made universally accessible to individuals and families in the 
community through their full participation and at a cost that the community and 
country can afford to maintain at every stage of their development in the spirit of self-
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reliance and self-determination.  (World Health Organization, 1978, pp.1, emphasis 
added). 
Starfield (1992; 1994; 1998) proposed that the elements of first-contact care, 
longitudinality, comprehensiveness, and coordination are crucial to the practice of primary care. 
These have been reaffirmed by other authors as important attributes of primary care (Blumenthal 
et al., 1995; Flocke, 1997; Safran et al., 1998; Wong et al., 2010). Discussion of the importance 
and benefits of each attribute is beyond the scope of this report. Starfield (1992) remarks that 
many of the elements proposed by the Institute of Medicine (Scheffler et al., 1978) as attributes 
of primary care could be attributes of secondary or tertiary care as well, and thus are not specific 
attributes of primary care. 
These attributes are integral to health care quality in primary care. Campbell et al. (2000) 
suggested that three of the four attributes of primary care—namely first-contact care, 
comprehensiveness, and longitudinality—are sub-components of health care quality in primary 
care. 
Though discrete in concept, the four attributes of primary care are understandably 
interrelated. Their interdependence is well recognised in the literature, as well as their conceptual 
separability. Their benefits are additive. Without being interdependent, the attributes would lose 
much of their potential. For example, without coordination of care, the first-contact function of 
primary care would become purely administrative, and comprehensiveness of care would be 
made extremely difficult. 
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3.8. Chapter	  Summary	  
The purpose of this chapter was to explore the concept of health care quality. As discussed thus 
far in the chapter, it has been argued that even though health care is a service characterised by 
intangibility, heterogeneity, inseparability, and perishability, the health care service has a number 
of distinguishing features that sets it apart from other services. The demand for health care is a 
derived demand for health. In itself and independent of its consequences, health care is generally 
considered to negative and undesirable. Health care is characterised by a high degree of 
information asymmetry between health care professionals and users, which leads to supplier-
induced demand. Many events in health care are uncertain and unpredictable. Desirable health 
outcomes are unpredictable despite best possible care. Moreover, externalities are widespread in 
health care. 
In addition, the relationship between the health care service provider and service users is 
unique. Unlike other services where self-interest is the accepted norm, the health care 
professional is expected to act in the best interest of the patient, who may be technically 
incompetent to act in his or her own behalf. 
Due to these unique characteristics, health care quality has been studied as a separate 
concept from service quality. Researchers have struggled to provide a generally applicable 
definition for health care quality that does justice to all its dimensions and satisfies the interests 
of all key stakeholders. The viewpoint of health care users, which has largely been ignored in 
definitions of health care quality, is now being increasingly recognised. 
The structure-process-outcome model was developed by Donabedian (1966; 1980) as a 
basis for studying and evaluating health care quality. The model has dominated approaches to 
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understanding and evaluating health care quality. It provided a foundation for a growing body of 
research that pertains to understanding health care quality and assessing its various components. 
There is, however, a paucity of literature on the ways in which culture affects health care 
quality. It is known from the published literature that the concepts of health and health care are 
influenced by cultural factors. In fact, the entirety of health care is shaped by the culture within 
which it is provided and practised (see Chapter 4). It is not known, however, how culture 
influences conceptions’ of health care quality. More research is therefore needed to explore how 
competing stakeholders’ perspectives of health care quality interact with parts of the cultural 
system to influence the construction of health care quality and the enactment of government 
health care policy objectives. This study intends to contribute to this gap by adding further 
insights in to the social construction of health care quality, and, in particular, how it is influenced 
by culture. 
The next chapter will explore the concepts of culture and national culture. It will then 
overview the culture of Kuwait, where this study will take place. 
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Chapter	  4	  
Culture	  
4.1. Introduction	  
Culture is pertinent to the study of health care quality because it has important implications for 
health and health care. The cultural background of the individual has an important influence on 
many aspects of his or her life, including beliefs about health and illness. As has been 
highlighted in Chapter 2, health and illness are socially constructed phenomena, and hence their 
nature is conceptualised differently in different cultures (Eisenberg, 1977; Helman, 1981; 
Mishler, 1981; Morgan et al., 1985; Wildes, 1999; Burr, 2003; Helman, 2007; Yadavendu & 
Kumar, 2009). 
The objective of this chapter is to explore the concept of culture and examine how it is 
related to health care quality. The chapter will first define and describe the concept of culture 
which forms a part of the theoretical framework for this thesis. The chapter will then focus in 
more depth on the narrower concept of national culture and examine the various theoretical 
models of national culture. This will be followed by a section dedicated to the culture of Kuwait. 
4.2. The	  Concept	  of	  Culture	  
The word culture is a much-maligned word in the world of academia (Asser & Hodges, 2010). It 
appears to mean different things to different people (Metle, 2002; Triandis & Suh, 2002; Asser & 
Hodges, 2010; Hofstede et al., 2010). Our knowledge about culture comes from a variety of 
disciplines, including anthropology, ethnology, management, and sociology. However, there is 
no consensus on a definition of the concept. Culture has been variously defined as ‘collective 
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soul’, ‘collective programming of the mind’, ‘values that are shared among a group of people’, 
and ‘some type of “social glue” that holds people together’ (Hill, 2001; Warner & Joynt, 2002; 
Hofstede et al., 2010). From its Latin etymology, cultūra, one might broadly define culture as 
‘the result of human action’ (Cartwright, 1999; Warner & Joynt, 2002; Hofstede et al., 2010). 
In their review, Kroeber and Kluckohn (1967) found 164 different descriptions of culture, 
which they have classified into categories. Although these categories are not mutually exclusive, 
they can be used to reflect the various aspects of this diffuse concept (Torres, 2006). Culture is 
therefore characterised by the following aspects: it contains several components; it refers to 
social heritage and traditions; it comprises ideals and expected behaviours; it is based on 
adaptation to environmental conditions, learning, and behaviour; it regulates human social life; 
and it is reflected in ideas, symbols, and artefacts (Kroeber & Kluckohn, 1967). 
A similar list of propositions on the theory of culture was proposed by Herskovits (1948). 
He argued that culture is the instrument whereby the individual adjusts to his or her total setting, 
and gains the means of creative expression. He argued that it derives from the biological, 
environmental, psychological, and historical components of human existence. He also argued 
that culture is dynamic and learned—rather than innate (Herskovits, 1948). Many social 
scientists agree with Herskovits’ propositions (Heidrich, 2002). 
A more comprehensive definition of culture is to view it as “that complex whole which 
includes knowledge, belief, art, morals, law, custom and any other capabilities and habits 
acquired by man as a member of society”. This definition was proposed by Tylor in 1871 and is 
one of the most famous definitions of culture (Keesing & Strathern, 1998; Helman, 2007; 
Holland & Hogg, 2010). Another definition of culture holds that it is “a system of shared ideas, a 
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system of concepts and rules and meanings that underlie and are expressed in the ways the 
human beings live” (Keesing & Strathern, 1998, p.16). 
A similar definition was proposed by Blackwell and his colleagues (2001). They defined 
culture as “a set of values, ideas, artefacts, and other meaningful symbols that help individuals 
communicate, interpret, and evaluate as members of society” (p.514). Nakata and Sivakumar 
(2001) stated that social scientists define culture as patterns of thinking, feeling, and acting 
rooted in common values and conventions of a society. Heidrich (2002) defines culture as “the 
distinctive way of life of a group of people, their complete ‘design for a living’” (p.25). 
From these definitions, one can see that culture is a set of guidelines and rules, whether 
implicit or explicit. It includes both conscious and unconscious values, ideas, attitudes, and 
symbols. These unwritten rules and guidelines provide a set of orientations for members of the 
society and tell them how to view the world, how to experience it, and how to behave in it. That 
is, they shape the behaviours of society members and provide the basis for acceptable social 
behaviour within the society (Torres, 2006; Helman, 2007; Asser & Hodges, 2010; Hofstede et 
al., 2010; Leng & Botelho, 2010). In sum, culture provides the standards for deciding what is; 
what can be; how one feels about it; what to do about it; and how to go about doing it 
(Goodenough, 1961). 
Culture can be seen as the ‘lens’ through which the individual experiences, perceives, and 
understands the world that he or she inhabits, and learns how to live within it (Klein, 2004; 
Helman, 2007). This cultural ‘lens’ filters and organises incoming information received through 
it; it focuses sense-making, structures planning and adaptation activities, and frames interactions 
and communication (Klein, 2004). Culture, thus, affects people’s behaviour. People are often 
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conditioned by their cultural environment to behave in specific ways and become products of 
their culture (de Mooij, 2004). For example, the ways in which health care is practised are 
shaped by the cultural values and norms of the society in which it is practised. Different medical 
professionals have different cultural backgrounds which impact the way the provide care 
(Helman, 2007; Marcum, 2008; Yadavendu & Kumar, 2009). It is now increasingly recognised 
that culture plays an important role in determining how people perceive the world and behave in 
it (Lowe & Corkindale, 1998; Heidrich, 2002; Leng & Botelho, 2010). 
This view of culture is consistent with computer system analogy used by Hofstede 
(1984b; 2001). He argued that culture is “the collective programming of the mind that 
distinguishes the members of one group or category of people from others” (1984b, p.51; 2001, 
p.9). This view of culture, as the ‘software’ of the mind as Hofstede puts it, does not mean that 
people are programmed the way computers are. A person’s behaviour is only partially 
predetermined by the ‘software’ of his or her mind. He or she has a basic ability to deviate from 
the ‘software’ and to react in new, creative, or unexpected ways (Heidrich, 2002; Hofstede et al., 
2010). 
The unwritten rules and guidelines that constitute culture are learned or acquired. They 
are not innate; they do not derive from individual’s genes. Rather, they derive from the 
individual’s social environment (Herskovits, 1948; Heidrich, 2002; Torres, 2006; Hofstede et al., 
2010; Leng & Botelho, 2010). People are very much influenced by the social environment 
surrounding them, where they grew up and collected life experiences. They are affected by their 
families, neighbourhoods, school, youth groups, work place, and the community at large (Metle, 
2002; Hofstede et al., 2010). That is why definitions of ‘health’ and ‘illness’ vary between 
cultural groups and social classes. ‘Health’ is a multidimensional and holistic concept that 
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includes physical health, mental health, and social health. Therefore, a disturbance in any one of 
these—for example, a major conflict with a family member—may be seen as a form of ‘illness’, 
especially if it interferes with daily life and activities (Helman, 2007). In many societies, health 
is conceived as balance, within self as well as in relation to the nature (and possibly the 
supernatural world) and with others. An imbalance in any of these elements—especially if it 
manifests itself by physical or emotional symptoms—may prove that one is ill (Helman, 2007). 
These rules and guidelines are transmitted from generation to generation through 
learning. Each generation inherits its cultural ‘lens’ from the previous generations through the 
use of language, symbols, art, and ritual. Growing up within any society can be thought of as a 
form of enculturation, whereby the individual slowly acquires the cultural ‘lens’ of that society. 
Because members of the society grow up in similar environmental and social contexts, they have 
shared experiences (Klein, 2004; Helman, 2007). Although value systems are found in every 
society, significant differences may exist between different societies. These differences are the 
result of the different priorities societies place on each cultural value or principle (Kalliny, 2010). 
The contextual commonalities that members of a particular society experience together 
generate common behavioural and social patterns in the society (Klein, 2004; Helman, 2007; 
Kalliny, 2010). Because they have common needs and face similar challenges, they organise as 
families, communities, organisations, and nations. People form societies to address their similar 
challenges. Because members of the society share many contextual commonalities, they also 
share the way they see the world. This provides the basis for a shared conception of the world 
among members of the society. Without such a shared perception, cohesion and continuity of the 
society would not be possible (Klein, 2004; Helman, 2007; Kalliny, 2010).  
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A crucial aspect of any culture’s ‘lens’ is the division of the world and the people within 
it into different categories. In every culture, people are divided into different social categories. 
For example, all cultures divide up their members into men or women, children or adults, young 
or old, healthy and ill, and so on. In each culture, there are elaborate ways of classifying people 
into social categories, of moving them from one social category to another, and of confining 
people—sometimes against their will—to the categories into which they have been classified. 
For instance, in a particular culture, an individual may be classified as ill despite the lack of a 
biomedical diagnosis and despite the disagreement of health care professionals. Also, an 
individual may be labelled as disabled or elderly in certain cultures despite his or her 
disagreement (Helman, 2007). One powerful example that demonstrates this is the Rosenhan 
experiment (Rosenhan, 1973). In the experiment, eight actors presented themselves to mental 
health hospitals with fabricated claims of psychiatric symptoms. All were admitted and most 
were given a diagnosis of schizophrenia, even though they immediately ceased fabricating 
symptoms after admission. The experiment showed that mental illness was socially constructed. 
Once having been labelled as mentally ill by the society (or a subset of the society), there was 
nothing the actors could have done to overcome the tag (Rosenhan, 1973). The findings of the 
Rosenhan experiment indicate that clinical opinion is swayed by personal and cultural beliefs. 
The practice of health care, in general, is very much influenced by the cultural ‘lens’ through 
which health care professionals experience and perceive the world. 
Each of the social categories within a culture is marked by its own distinctive cultural 
attributes. Each social category has its own distinct cultural background including language, 
ritual, manners, and so on. For example, children, adults, and the elderly have different views of 
the world and are subject to different rules of behaviour. To some extent, even men and women 
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can have their own unique ‘cultures’ within the culture of the larger society. For example, in 
some cultures men and women are expected to conform to different norms and different 
expectations (Helman, 2007). 
Many of the social categories (or groups) within a society will undergo some degree of 
acculturation over time, whereby they incorporate some of the cultural attributes of the larger 
society into their own culture. Through acculturation, the smaller social groups within a society 
adapt themselves to the larger cultural mainstream group by learning and acquiring cultural 
features of the larger culture (Helman, 2007). Acculturation is especially important in societies 
that have within their borders religious and ethnic minorities, migrant workers, and recent 
immigrants, each of whom have their own unique culture. Many of these social groups will 
undergo acculturation, while others will not (Helman, 2007). The Kuwaiti society, for example, 
is often depicted as a diverse society made up of people from different ethnic groups, each with 
its distinctive cultural traditions. More than two-thirds of Kuwait’s population are foreigners 
(Central Statistical Bureau, 2012), mostly from Asia and other Arab countries, but people of 
more than 120 nationalities live in Kuwait (Crystal, 1992; Al-Juhaim, 2008; O'Shea & Spilling, 
2010). These varied cultural groups are in constant interaction with each other and with the 
dominant culture in Kuwait. As such interactions occur, these cultural groups adapt and change; 
they often ‘borrow’ from each other’s cultural traditions (Helman, 2007). 
Culture can be further subdivided into the various professional subcultures that exist, 
including the medical, legal, or military professions. People in each of these professional 
subcultures form a group apart, with their own concepts, rules and social organisation. Even 
though these professional subcultures are part of the larger mainstream culture from which they 
have developed and thus share many of its concepts and values, they also have unique, 
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distinctive attributes of their own. For example, medical students undergo a form of 
enculturation where they slowly, over many years, acquire the ‘culture’ of their chosen career. In 
the process, they also acquire a different perspective of life from people who are outside this 
culture (Helman, 2007). This different perspective is the result of the different cultural ‘lens’ 
they acquire in the process of enculturation. Of course, this newly acquired ‘lens’ through which 
medical professionals, for example, see the world interferes directly with the way they view and 
understand health, health care, and health care quality. For example, due to this ‘lens’, medical 
professionals tend to overlook the ‘illness’ dimension which they consider ‘subjective’ or ‘soft’ 
data and focus solely on the ‘disease’ dimension (Feinstein, 1987; Silberman, 1995). 
The various cultural lenses can also be demonstrated by the multiple stakeholder-specific 
definitions of health care quality, each looking at the concept from a particular stakeholder’s 
perspective (Øvretveit, 1992). De Santis (1994) argues that at the patient-provider clinical 
encounter there is in fact a meeting of three cultures—the health care providers’ own 
professional cultures; the patient’s culture; and the culture of the health care setting in which the 
encounter takes place; each with its beliefs, values, and practices. Understanding of how these 
three cultures interact is essential in ensuring culturally safe and appropriate care. Health care 
providers’ awareness of how their own culture can influence their relationships with health care 
users is an important step to prevent discrimination and prejudice in health care (Holland & 
Hogg, 2010). The significance of cultural suitability as a dimension of health care quality has 
already been demonstrated in the previous chapter. 
Modern societies consist of many of the social groups and professional subcultures 
described above, each with its own set of rules and values. That is, modern societies are never 
culturally homogenous. Rather, they are a patchwork of different subcultures, each with its 
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unique view of the world, coexisting together and affecting each other (Helman, 2007). Culture 
is, therefore, not constant. Culture is a dynamic system. It emerges from a particular setting and 
constantly evolves and adapts to the changes in the setting over time. Many communities can 
now be said to occupy two or more cultures at the same time, with different competing views of 
the world (Klein, 2004; Helman, 2007; Leng & Botelho, 2010). 
4.3. Levels	  of	  Culture	  
It has been proposed that there are three levels of culture in each human group (Hall, 1983; 
Schein, 1985). These three levels range from the explicit, manifest, tertiary level culture visible 
to the outsider—such as the traditional dress of the group, festive occasions, and social rituals—
to deeper levels of culture only known by members of the cultural group themselves. The tertiary 
level culture may be seen as the ‘public facade presented to the world at large’ (Helman, 2007). 
This level of culture has also been referred to as artefacts and creations, like behavioural patterns 
and arts. According to Schein (1985), this level of culture includes tangible or observable 
elements that can be recognised by people who do not belong to the culture. 
Below this outer level lies the secondary level culture, where implicit assumptions, 
beliefs, values, and rules that constitute the ‘cultural grammar’ of the group known to its 
members but rarely shared with outsiders. The primary level culture is the deepest level of 
culture where the rules and assumptions are known to and obeyed by all members of the cultural 
group, but they are seldom if ever stated or talked about. At this deepest level of culture, the 
rules, beliefs, and assumptions are implicit but taken for granted (Schein, 1985; Helman, 2007) 
(see Figure 4). 
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Figure	  4:	  Levels	  of	  culture	  based	  on	  Schein's	  (1985)	  model	  
 
While the tertiary level culture is easiest to observe, change, and manipulate, the deeper 
levels of culture—primary and secondary levels—are hidden and much more stable and resistant 
to change (Helman, 2007). This may have major implications for health and health care, where 
for example patient education and health promotion efforts may only be partially effective in 
changing many of the beliefs and misconceptions about health that are deeply rooted in the larger 
culture of the society. 
Hofstede and his colleagues (2010) proposed a similar model. They argued that all 
manifestations of culture can be neatly covered by the following four elements: symbols, heroes, 
rituals, and values. The four elements can be pictured as in Figure	  5. For example, words and 
gestures belong to symbols, as do dress, hairstyles, and flags. Symbols are the most superficial 
manifestations of culture. New symbols are easily developed and old ones disappear. It is not 
uncommon for symbols to be copied from one cultural group by others. That is why symbols are 
in the outermost later of the culture ‘onion’. Heroes are persons—whether real or imaginary, 
alive or dead—with characteristics highly prized in a culture, and thus serve as models of 
behaviour within that culture. Rituals are collective activities that are technically superfluous but 
within a culture are considered socially essential and are carried out for their own sake. Ways of 
Values 
 Assumptions 
Artefacts 
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greetings and paying respect to others are examples of rituals, as well as the way language is 
used in daily interaction—discourse. The outer three layers of the culture onion are visible to an 
outside observer. Their cultural meaning, however, lies only in the way these practices are 
interpreted by the insiders (see Figure	  5). The core of culture is formed by values. Values in this 
context are the broad preferences for one state of affairs over others (Hofstede, 1985; Hofstede et 
al., 2010). They are often acquired in childhood and are therefore deeply held and relatively 
resistant to change. Values deal with pairings such as moral versus immoral, normal versus 
abnormal, permitted versus forbidden, and so on (Hofstede et al., 2010). 
 
	  
Figure	  5:	  The	  ‘onion’:	  manifestations	  of	  culture	  at	  different	  levels	  of	  depth.	  
Adapted	  from	  Hofstede	  et	  al.	  (2010,	  p.8)	  
 
In this sense, culture can be viewed as a metaphorical iceberg. The visible part of the 
iceberg is outer layer of culture in Figure	  5: the language, gestures, and other visible ways of life. 
However, the greater part of the iceberg lies beneath the surface and is invisible to outside 
observers (Jiang, 2000). This greater part includes values. 
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Moreover, culture can be conceptualised at different levels. For example, a national level, 
a regional level, a religious level, a gender level, a generation level, a social class level, an 
organisational level, and so on. This is because in the course of our lives, we move in and out of 
various social circles and groups, each with its own set of rules and assumptions that constitute 
its culture. As people move in and out of these social circles, they acquire some of their cultural 
characteristics. Because almost every individual belongs to a number of different groups and 
social categories at the same time, the acquired cultural characteristics correspond to different 
levels of culture which may not necessarily be in harmony with each other (Hofstede et al., 
2010). 
One level at which culture can be conceptualised is the national level, that is, according 
to the individual’s nation (or nations, for those who migrated during their lifetimes) (Hofstede et 
al., 2010). In fact, as Heidrich (2002) noted, the word ‘culture’ is often substituted for ‘nation’; 
the two terms are often used interchangeably. In many cases, what are called cross-cultural 
differences are really only cross-national differences (Heidrich, 2002). The following section 
will tackle aspects of national culture theory. 
4.4. The	  Concept	  of	  National	  Culture	  
As mentioned earlier, one level at which culture can be conceptualised is the national level. The 
concept of national culture is driven by the belief that the people of each country have shared 
history and experiences that create some cultural homogeneity between them (Alajmi et al., 
2011). Like culture, the concept of national culture has been defined in various ways. For 
example, Erez and Early (1993) define national culture as the ‘shared values of a particular 
group of people or individuals of one nation or country’ (p.20). They argue that national culture 
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shapes the norms, attitudes, and behaviours of people who identify themselves as belonging to 
that particular culture. 
Hofstede (1980a; 1991) defines national culture as the collective mental programming of 
the people of any particular nationality. He suggests that people of a particular nation share a 
collective national character dictated by their mental programming, which shapes their values, 
attitudes, behaviours, and perceptions of priority. As illustrated in Figure	  5, the core of national 
culture is formed by values, which are often acquired during childhood and are transmitted from 
generation to generation. These values ‘are programmed into us first, that is, right from the day 
we are born’ (Hofstede, 1989b, p.391). They are thus deeply rooted within us. They form the 
most profound level of our mental programming, our values. By the time we are adults, these 
values are well settled and are very difficult to change (Hofstede, 1989b; Hofstede et al., 2010). 
A central theme of Trompenaars’ (1994) view of national culture is that people with a 
particular national culture have formed a set of implicit logical assumptions that enable them to 
organise themselves in such a way as to increase the effectiveness of their problem-solving 
processes. Each national culture distinguishes itself from others by its solutions to the common 
problems or challenges it faces, such as how its people relate to each other, how they relate to 
time and to the environment (Trompenaars, 1994). 
Fukuyama (1995) considers national culture as inherited ethical habit. An ethical habit 
can consist of an idea or a value. These ideas and values constitute the ethical codes by which 
societies regulate behaviour. They are nurtured by repetition, tradition, and example, and are 
reinforced by habits, social opinions, and images (Fukuyama, 1995). 
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One could argue, however, that national societies are rarely homogenous. They are often 
a patchwork of different cultures, each with its unique set of rules and assumptions (Helman, 
2007). Hence, it is an oversimplification to argue that the cultural boundaries correspond exactly 
to the national (or political) borders (Heidrich, 2002). It is argued that the differences in the 
mixture of and interaction between the different cultures within political borders of a nation will 
result in distinctive values, norms, and beliefs systems that we can call the national culture of 
that nation. The national culture, thus, reflects the interaction between the unique—yet 
contested—cultural components present within particular political borders (Hofstede, 1984b; 
Heidrich, 2002). 
However, it is also argued that the different cultures and subcultures within a nation are 
somehow the imperfect representations of its whole national culture. The interaction between the 
various cultural components within a nation only partially reflects its national culture. Moreover, 
many of the cultures and subcultures within a nation share common sets of attributes which 
comprise the national culture, including language, religious affiliations, racial mix, and other 
intangible attributes. The common influence of these cultural attributes implies that the various 
subcultures within a nation are identified with a particular national culture (Hofstede, 1984b; 
Very et al., 1993; Heidrich, 2002). 
In spite of these limitations, it is still meaningful to study culture at the national level. 
Research has shown that national cultures are remarkably stable over time (Hofstede, 1984b; 
1985; 1989a; 1989b; Hofstede & Usunier, 2003). This is so because national cultures differ at the 
level of the values held by a majority of the population which are often acquired in childhood 
and are deeply held. That is why national culture, which generally describes the values of the 
society at large, is stable. 
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To conclude, national culture is a collective phenomenon shared by a group of people 
who have similar values, beliefs, and behaviours within one nation. It influences how people 
within a particular nation behave, and, in this sense, makes them different from others (Hofstede, 
1980a; 1991). 
4.5. Dimensions	  of	  National	  Culture	  
As was highlighted earlier, national societies face similar challenges. Different societies, 
however, deal with their challenges differently. The national culture of a society influences how 
members of that society behave and respond to their challenges, and this is what makes every 
society unique. Hofstede (1991) argues that the common challenges that each society faces can 
be summarised as follows: 
1. The social inequality including the relationship with authority. 
2. The relationship between the individual and society. 
3. The social implications of having been born as a boy or girl. 
4. Ways of dealing with uncertainty, relating to the control of aggression and the 
expression of emotions. 
5. The society’s orientation to time horizon—that is short- versus long-term 
orientation. 
Based on these five areas, Hofstede (1980a; 1991) proposes five bipolar dimensions 
which became the basis of his characterisation of national culture (Jones, 2007). Hofstede 
(1980a) identified four—of the five—dimensions based on the findings of a large study 
involving a large multinational company. The study found that the four dimensions of national 
culture can be summarised as follows: 
1. Power Distance, which is the extent to which the society deals with the fact that 
people are unequal. High power distance means high levels of inequality in terms 
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of power and wealth, while low power distance indicates greater equality 
(Hofstede, 1980a; 1991). 
2. Uncertainty Avoidance, which is the extent to which the society copes with 
uncertainty and deals with risk. A society with high uncertainty avoidance is a one 
that is not comfortable with uncertainty or unknown situations. On the other hand, 
a society with low uncertainty avoidance is more open for unpredictability and 
ambiguity (Hofstede, 1980a; 1991). 
3. Individualism-Collectivism, which is the extent to which members of a given 
society identify themselves as individuals or members of the social group. This 
dimension refers to the relationship, within a society, between the interests of the 
individual versus those of the group (Hofstede, 1980a; 1984a; 1991). The ties 
between members of individualist societies (high individualism ranking) are loose 
compared to those in collectivist societies. 
4. Masculinity-Femininity, which is the extent to which members of a particular 
society are oriented towards either the role of men or women. It identifies the 
dominant gender role pattern in the society and the degree to which the society 
allows overlap between the roles of men and women. Men dominate a significant 
portion of the society in societies with high masculinity. Societies with low 
masculinity ranking, on the other hand, have low levels of discrimination between 
genders (Hofstede, 1980a; 1991). 
Like any theoretical framework, Hofstede’s model of national culture has been criticised 
on a number of grounds. It has been criticised as having limited generalisability or reliability 
since it was based on a single company (Schwartz, 1994; Smith et al., 1996; Hill, 2001; 
McSweeney, 2002). In addition, data were collected between the years 1969 and 1973, meaning 
that the study findings may be outdated. Cultures do not stand still, they evolve over time, albeit 
slowly (Hill, 2001; McSweeney, 2002). 
Another criticism of Hofstede’s model came from Hofstede himself and his colleague 
(Hofstede & Bond, 1984; 1988; Hofstede, 1991). They acknowledged that the validity of 
‘uncertainty avoidance’ in some Asian cultures is questioned. This led to the addition of a fifth 
dimension: Confucian Dynamism or Long/Short Term Orientation. This dimension describes the 
extent to which members of a particular society adopt a short-term outlook versus a long-term 
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outlook. In other words, long/short term orientation is the extent to which members of a given 
society accept delaying satisfaction of their physical, social, and emotional needs and wants 
(Hofstede & Bond, 1984; 1988; Hofstede, 1991). Long-term oriented societies tend to attach 
greater importance to the future, whereas short-term oriented societies tend to look to the past 
and the present more than to the future. Members of short-term oriented societies tend to foster 
values related to the past, such as respect for tradition and national pride (Hofstede, 1991; Alajmi 
et al., 2011). 
Hill (2001) also criticised Hofstede’s model as being culturally bound. According to Hill 
(2001) the research team was composed mainly of European and American researchers. Their 
analysis may well have been shaped by their own cultural biases and concerns. Hofstede (1980b; 
1991) himself comments that the author of any particular theory or model is as much culturally 
‘conditioned’ as anyone else. As such, most if not all theories in social sciences are culturally-
bound. They reflect common beliefs that derive from the common culture. The author of any 
theory is as human and as culturally biased as other mortals (Hofstede, 1991). 
However, despite criticism, Hofstede’s model is the most widely used framework of 
national culture across many disciplines, including management, sociology, psychology, 
marketing, and others (Søndergaard, 1994; Steenkamp, 2001). 
In addition to Hofstede’s model, Schwartz (1994; 1999) proposes an alternative model 
based on cultural values. His cultural model (1994; 1999) presents seven types of values on 
which national cultures can be compared by considering three issues that confront all national 
societies, which can be summarised as follows: 
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The first issue is how members of a particular society define the nature of relationship 
between the individual and the group: Conservatism-Autonomy dimension (Schwartz, 1999). It 
correlates closely with the individualism-collectivism dimension in Hofstede’s model (Gouveia 
& Ros, 2000). One pole of this dimension, Conservatism, describes cultures in which the 
individual is viewed as an entity that is embedded in the collectivity. The opposite pole, 
Autonomy, describes cultures in which the individual is viewed an autonomous entity who finds 
meaning in his or her uniqueness (Schwartz, 1994; 1999). Schwartz (1999) argues that it is 
possible to distinguish conceptually between two types of Autonomy: Intellectual Autonomy, 
which refers to ideas and thoughts, and Affective Autonomy, which refers feelings and emotions. 
Therefore, three value types are derived from this dimension: conservatism, intellectual 
autonomy, and affective autonomy. 
The second issue that confronts all national societies is how members of a particular 
society behave to preserve the social fabric of the society. At one pole of this issue, Hierarchy, 
the society puts emphasis on the legitimacy of an unequal distribution of power and resources. At 
the opposite pole, Egalitarianism, there is a cultural emphasis on transcendence of selfish 
interests in favour of voluntary commitment to promoting the welfare of others. Accordingly, 
two value types are derived from this dimension: hierarchy and egalitarianism. 
The third basic issue confronting all societies is the relation of humankind to the natural 
and social world. At one end of this dimension, the society response is to actively master and 
change the world to assert control and exploit it in order to further personal or group interests. 
Schwartz (1994; 1999) calls this value type Mastery. The opposing resolution to the issue is to 
accept the world as it is and try to fit in it, Harmony. That is, two value types are derived from 
this dimension: mastery and harmony. 
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A similar model was proposed by Trompenaars and his colleague (Trompenaars, 1994; 
Hampden-Turner & Trompenaars, 1994; 2000). They propose that national cultures can be 
categorised based on the following value dilemmas:  
1. Universalism versus Particularism: universalism emphasises rules that apply to a 
universe of people, whereas particularism emphasises exceptions and particular 
cases. That is, universalist cultures attach great importance to the observance of 
rules, while particularist cultures attach a greater importance to the special 
circumstances or uniqueness of situations. 
2. Individualism versus Communitarianism: this dimension describes the extent to 
which cultures lean towards the interests of the individual versus those of the 
collective group. This dimension is almost identical to Hofstede’s dimension, 
Individualism-Collectivism, described earlier. 
3. Neutral versus Emotional: this dimension describes the extent to which it is 
appropriate within a society to display emotions. In high emotional cultures, 
individuals tend to show their feelings openly, whereas in neutral cultures, 
individuals keep their feelings carefully controlled and do not carry them out. 
4. Specific versus Diffuse: this dimension describes the extent to which individuals 
in a particular culture tend to separate their private and working lives. In specific-
oriented cultures, areas of private and working life are kept separate, whereas in 
diffuse-oriented cultures they are closely linked. 
5. Achievement versus Ascription: this dimension describes how status is accorded 
within cultures. In achievement-oriented cultures, status is judged based on 
accomplishment, while in ascription-oriented cultures, status is ascribed rather 
than achieved, and is determined by factors like the individual’s age or origin. 
Other categorisations of national culture dimensions exist. For example, another model of 
national culture was developed by Hall and Hall (1990). They differentiate cultures based on 
how individuals seek information and knowledge into high context cultures and low context 
cultures. They argue that this is a distinct dimension of national culture (Hall & Hall, 1990). 
Individuals from high context cultures tend to seek information from personal information 
networks, including family members, friends, and work colleagues. Individuals from low context 
cultures, on the other hand, tend to obtain information from a research base. Individuals from 
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such cultures place greater emphasis on written reports and data sources than on information 
gathered from personal sources. 
To summarise, national culture has been defined in various ways. However, there is a 
general agreement among theorists that national culture is a multidimensional construct. Many 
authors proposed various dimensions of the concept. The dimensions of national culture reflect 
the basic issues or problems that face a particular culture and how that particular culture 
confronts these basic issues. The dimensions of national culture can explain many of values, 
beliefs, and priorities of people who belong to a particular national culture. 
4.6. The	  Culture	  of	  Kuwait	  
Crystal (1992) claimed that Kuwaitis share a distinct identity that is built on a base of concentric 
circles: Islamic, Gulf Arab, and Kuwaiti (see Figure 6). The culture of Kuwait is a mixture of 
Islamic and Arab culture, although the people of Kuwait have a strong sense of national identity 
(Crystal, 1992; O'Shea & Spilling, 2010). They have ‘a sense of themselves as distinct from and 
more privileged than non-Kuwaitis’ (Crystal, 1992, p.71). The Kuwaiti society can be regarded 
as a traditional society. It is sustained by three factors that support traditional values and 
behaviour: language, religion, and the family system (Al-Juhaim, 2008). 
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Figure	  6:	  Kuwait	  national	  culture	  built	  on	  a	  base	  of	  concentric	  circles:	  Islamic,	  
Gulf	  Arab,	  and	  Kuwaiti;	  adapted	  from	  Crystal	  (1992)	  
 
At the outermost concentric circle is the Islamic identity of Kuwait (see Figure 6). 
Kuwait is an Islamic society and the vast majority of Kuwaitis are Muslims (Al-Juhaim, 2008; 
Al-Suwaihel, 2009; O'Shea & Spilling, 2010). Their Muslim identity is as important as their 
Kuwaiti and Arab identity. Religion and culture interact in various ways. To Muslims, Islam is 
more than a set of beliefs; it offers a complete guide to every aspect of life and influences their 
daily behaviour (O'Shea & Spilling, 2010). It thus plays an important role in defining Kuwait’s 
culture. Many of Kuwait’s cultural values were actually shaped by religious beliefs and practices 
(Al-Juhaim, 2008). Even though most Kuwaitis are Muslim, Christian churches and other places 
of worship can be found throughout Kuwait, and all religions are allowed to practice without 
prejudice. The constitution of Kuwait recognises religious freedom (O'Shea & Spilling, 2010). 
At the second concentric circle is the Arab identity of Kuwait. Kuwait is a Gulf Arab 
society. Kuwaitis identify themselves as Arabs from Kuwait. But Kuwait also has a specifically 
Gulfian identity, a common cultural identity it shares with Bahrain, Oman, United Arab 
Emirates, Qatar, and Saudi Arabia. This identity is a unique local mixture of the Islamic and 
Arab identities, with African, Indian, and Persian influences (Crystal, 1992; O'Shea, 2000; 
O'Shea & Spilling, 2010). 
Gulf Arab 
Identity 
 Kuwaiti 
Identity 
Islamic 
Identity 
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An important element of this Gulf Arab identity is the way people in Kuwait speak. 
Arabic is the native language of the majority of Kuwait’s population and is the official language 
of Kuwait (Al-Juhaim, 2008; Al-Suwaihel, 2009; O'Shea & Spilling, 2010). The Arabic language 
seems to be a factor that creates a sense of personality among its speakers. The identity of Arabs 
is primarily based on Arabic language (Kabaskal & Bodur, 2002). The language is very context-
sensitive; the use of indirect and inferred language patterns—whose meanings are only apparent 
when the context of the message is understood—is ubiquitous in everyday Arabic language 
(Burgmann et al., 2006). English, particularly American English, is the second language for most 
educated Kuwaitis (O'Shea & Spilling, 2010). It is unofficially considered to be the country’s 
second language and is widely spoken (Al-Juhaim, 2008). Many other languages are also spoken 
in Kuwait, reflecting the diverse origins of many expatriates in the country (O'Shea & Spilling, 
2010). 
At the innermost core in Figure 6, Kuwait has a specifically Kuwaiti identity, a sense of 
citizen loyalty narrower than any of these other loyalties (Crystal, 1992). Crystal (1992) points 
out that this particular identity ‘emerged initially as a result of the shared experience of 
migration and the common effort to build a new settlement and society in Kuwait. The pre-oil 
economy knit society together, as all were involved in some way in the shared enterprise of 
wrestling a living from the desert and the sea’ (p.66). 
These identities (in Figure 6) have been nurtured by social institutions. Like most 
societies, the family forms the basis of society in Kuwait. Many of the society’s values derive 
from the family (Crystal, 1992; Al-Juhaim, 2008). It plays a major cultural role. The importance 
of family is further enhanced by the country’s small size and is supported by government policy. 
The Kuwaiti government provides lucrative incentives for every Kuwaiti couple getting married. 
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They receive the equivalent of £4,000 as a gift from the government as well as £4,000 as an 
interest-free long-term loan. They also receive a direct monthly £200 increase in salary and £100 
for each child (Al-Juhaim, 2008). Decisions are typically made within the context of family. The 
extended family, also, plays a role in providing social and economic support to its members. Men 
occupy a prominent role in leading the family, as well as providing support and security to all 
family members (Al-Juhaim, 2008). 
One unique social institution that plays an important role in nurturing the Kuwaiti 
identity is the diwaniyyah, a regular weekly meeting—generally of men who are relatives and 
friends—over coffee to discuss business and politics, arrange introductions, and obtain or grant 
favours through the development and maintenance of social connections (Crystal, 1992). Given 
the small size of the society, this social institution is designed to pass concerns upward, to link 
family clusters to the state (Crystal, 1992). Diwaniyyah can also provide a forum in which 
members of the society can address grievances (Al-Suwaihel, 2009). 
Furthermore, Kuwait has developed an extensive welfare system that gives 
comprehensive welfare benefits to all Kuwaitis (Khalaf & Hammoud, 1987; Al-Juhaim, 2008; 
O'Shea & Spilling, 2010). The welfare benefits range from free education—including at 
university level—to free health care; to social services; to guaranteeing a job to all who seek 
employment; to providing free housing for citizens with low-income; to subsidising water, 
electricity, telephone services, gas, transportation, and basic food items, like milk, rice, and 
bread. These services are provided without imposing any fee or tax (Al-Juhaim, 2008). 
Kuwait’s welfare system together with its young population has resulted in a number of 
challenges for the country including high reliance on foreign labour (Al-Juhaim, 2008; O'Shea & 
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Spilling, 2010). The labour force represents less than a third of the total population. This can be 
attributed to a number of factors such as the relatively large proportion of young population and 
the lower level of women’s participation in the labour force, due to social or cultural constraints. 
In addition, the welfarist policies of guaranteeing jobs to citizens have led to disguised 
unemployment in the form of over-employment. This has also led to low productivity and high 
levels of bureaucracy in the public sector (Al-Juhaim, 2008; Al-Suwaihel, 2009). 
Hofstede’s seminal study (1980a) did not examine the national culture of Kuwait 
separately from other Arab countries. The study grouped together most Arabic-speaking 
countries, assuming all have homogenous national cultures. As a result, a single score for each 
dimension was given to all Arab countries. Along Hofstede’s (1980a; 1991) dimensions of 
national culture, Arab countries scored high in power distance, high in uncertainty avoidance, 
high in masculinity, and low in individualism. Later, data about the national culture of Kuwait 
were made available (Hofstede et al., 2010). These data demonstrated that Kuwaiti culture had a 
similar profile to the overall Arab culture but with higher scores on power distance and 
uncertainty avoidance and lower scores on masculinity and individualism (Hofstede, 2001; 
Hofstede et al., 2010). The main difference between Kuwait and other Arab countries was on 
masculinity. 
The high score of Arab culture on the Power Distance dimension (a score of 80 out of a 
maximum 100 points) means that Arab people accept a hierarchical order in which everybody 
has a place and which needs no further justification (Hofstede, 2001; Hofstede et al., 2010). This 
points to high levels of inequalities in the distribution of power and wealth within the collective 
Arabic society.  Generally, there is an expectation, and acceptance, that leaders will separate 
themselves from the subordinates (Hofstede, 1980a; 1991). Kuwait has an even higher score on 
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this dimension (a score of 90), which means inequalities in the distribution of power and wealth 
are more well accepted (Hofstede et al., 2010). 
The Arab culture, with a score of 68 on the Uncertainty Avoidance dimension, has low 
tolerance for uncertainty. Cultures exhibiting high uncertainty avoidance tend to maintain rigid 
codes of belief and behaviour. They tend to adopt strict rules and policies to control the 
unanticipated and subsequently to reduce uncertainty (Hofstede, 1980a; 1991). The pattern is 
more exaggerated in Kuwait, which has an uncertainty avoidance score of 80, much higher than 
that of the Arab culture (Hofstede et al., 2010). One manifestation of high uncertainty avoidance 
is the highly bureaucratic system in Kuwait (Abdalla & Al-Homoud, 1995; Metle, 2002). 
Kuwaiti bureaucracy has been described as being ‘rigid, non-innovative, insensitive to the 
masses, incompetent, adhering to red-tape, valuing hierarchy of authority and having too many 
managers and supervisors and very few functional staff’ (Abdalla & Al-Homoud, 1995, p.15). 
In addition, both Arab and Kuwaiti cultures score low on Individualism, and both are 
considered collectivist cultures, though Kuwait has a lower score (25 compared to 38) (Hofstede 
et al., 2010). Close and long-term commitment to family is a characteristic of collectivist 
societies. Loyalty is paramount in collectivist cultures; it overrides most other social values. 
Offence in such cultures leads to shame and loss of face (Hofstede et al., 2010). The concept of 
‘face’—pertaining to prestige and reputation—exists in Kuwait as it does in the West; its 
intensity in Kuwait is, however, much higher. A Kuwaiti spends his or her life building and 
maintaining face. This sense of maintaining face lies behind most behaviour in social and 
business settings (O'Shea & Spilling, 2010). 
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Kuwait scores 40 on the Masculinity-Femininity dimension, which means it is considered 
a relatively feminine culture (Hofstede et al., 2010). The Arab culture, on the other hand, with a 
score of 52, is considered a masculine culture. In feminine cultures, people tend to ‘work to live’ 
rather than ‘live to work’. People in feminine cultures value solidarity and quality in their 
working lives (Hofstede, 2001; Hofstede et al., 2010). 
In addition, based on Hall and Hall (1990) classification of cultures, highlighted above, 
the Arab culture is a high context culture. That is, people in such a culture tend to seek 
information from personal information networks, like the family. They tend to rely more heavily 
on word-of-mouth and prefer oral communication (Hall & Hall, 1990). 
In the previous paragraphs, the culture of Kuwait was discussed. Its distinct identity, 
which is built on a base of three concentric circles, has been highlighted. It was also highlighted 
that the Kuwaiti society is a traditional society. It is held up by three elements that support 
traditional values: language, religion, and the family system. 
4.7. Chapter	  Summary	  
This chapter aimed to explore the concepts of culture and national culture and also to describe 
the culture of Kuwait. The chapter began by defining culture and then gave an overview of the 
concept examining how it can be conceptualised at different levels, including the national level. 
Then, the concept of national culture was discussed and the various models of national culture 
examined. 
The chapter argued that the concept of culture can be conceptualised as the values, 
beliefs, and assumptions shared by a social group, that together form the ‘lens’ through which 
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members of the group experience, perceive, and understand the world. Culture has been 
conceptualised in the literature as a multi-layered construct, where the outer layer is easily 
visible to an outsider while the greater part of it is hidden and invisible to outside observers. 
The chapter then described the culture of Kuwait, drawing on the various theoretical 
models of national culture. 
In the following chapter, the research methodology used in this study will be presented 
and discussed. 
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Chapter	  5	  
Research	  Methodology	  
5.1. Introduction	  
This chapter outlines the methodology of this study. It begins with presenting the research aims 
and questions, followed by a description of the research philosophy underpinning this study. The 
chapter then presents the proposed research design and data collection methods and data analysis 
and outlines their suitability for the proposed study. Finally, the considerations taken to ensure 
the rigor and quality of the study are presented. 
5.2. Research	  Aims	  and	  Objectives	  
The main aim of this thesis is to examine how national culture influences the social construction 
of health care quality in primary care. Specifically, the thesis explores this in the context of the 
Kuwaiti primary care service. The study examines, compares, and contrasts the perspectives of 
the key stakeholder groups involved in primary care in Kuwait—including health care providers, 
users, managers, and policy makers—whose views of the service can make a key contribution to 
the planning and decision making processes. 
Health is a socially constructed phenomenon. Therefore it is conceptualised differently 
across different cultural groups (Eisenberg, 1977; Helman, 1981; Mishler, 1981; Morgan et al., 
1985; Wildes, 1999; Burr, 2003; Yadavendu & Kumar, 2009). Further, how it is practiced in 
specific cultural contexts which impact the ways it is provided (Burr, 2003; Marcum, 2008; 
Yadavendu & Kumar, 2009). Different cultural groups adopt different definitions of the nature or 
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scope of health care (Donabedian, 1988; Øvretveit, 1992). Arguably, these different definitions 
result from the various prevailing mind-sets within each cultural group (Silberman, 1995). 
However, there appears to be a relative paucity in the literature regarding the ways in 
which culture shapes or influences how health care quality is socially constructed, produced, and 
represented to and by the stakeholders involved. This thesis aims to contribute to filling this gap 
in the literature. To achieve this aim, the thesis has set the following objectives: 
1. To examine how the various stakeholders define health care quality in the Kuwaiti 
primary care. 
2. To explore the similarities and tensions between the various stakeholders’ 
constructions of health care quality. 
3. To investigate how the Kuwaiti national culture influences the various definitions 
and perceptions of health care quality. 
Given the above objectives, this thesis seeks to answer a number of research questions. 
They are formulated as follows. 
1. How do the various stakeholders define health and what are the differences and 
similarities in definitions between the various stakeholders? 
2. How do the various stakeholders recognise health care quality in the primary care 
sector and how do they differ in their perceptions of health care quality? 
3. Which cultural factors influence the stakeholders’ perceptions of health care 
quality and how do these factors differ between the various stakeholders? 
4. How and why do particular cultural factors influence the stakeholders’ 
perceptions of health care quality? 
The study seeks to understand and explain how health care quality is viewed and 
perceived by the key stakeholder groups involved in the Kuwaiti primary care and how culture 
affects how it is viewed. It is therefore an exploratory study (Saunders et al., 2007; 2009). 
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5.3. Research	  Context	  
The study takes place in Kuwait, specifically in the Kuwaiti primary care sector. 
Kuwait (Arabic for ‘a fortress adjacent to water’) is a small country—slightly smaller 
than Wales—that lies at the northwest corner of the Persian, or Arabian, Gulf. It is surrounded by 
much larger neighbours: Saudi Arabia and Iraq (Takahashi, 1985; O'Shea, 2000; O'Shea & 
Spilling, 2010). 
According to the 2012 figures, the total population in Kuwait stands at approximately 
3,600,000, of which more than two-thirds are foreigners (Central Statistical Bureau, 2012). The 
population growth rate in Kuwait is 3.3% (Central Statistical Bureau, 2010). However, since the 
1950s, the annual growth rate of non-Kuwaitis has been higher than that of Kuwaitis, due to the 
high rate of immigration. This has resulted in Kuwaitis being a numerical minority in their own 
country (Khalaf & Hammoud, 1987; Al-Juhaim, 2008; O'Shea & Spilling, 2010). 
Moreover, Kuwait has one of the youngest populations in the world, with the average age 
being 26 years old. A little less than half (44%) of the population are under the age of 15 years 
(O'Shea & Spilling, 2010).  A number of factors contributed to this high proportion of young 
people in Kuwait, including the Kuwaiti traditions of early marriage and polygamy, both of 
which contribute to the high birth rate seen in Kuwait (Al-Juhaim, 2008). 
The health care system in Kuwait is based on three levels of care: primary, secondary, 
and tertiary (World Health Organization, 2006; Al Sharafi, 2009). Since this study was 
conducted in the primary care service, it is necessary to provide a brief overview of the service 
and how it has developed. Primary care is mainly provided through a comprehensive network of 
community-based primary care practices. These practices, a doctor-led service, offer a wide 
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range of services including general practice, pharmacies, medical laboratory, and dental services. 
Primary care physicians have a gatekeeper role to hospital-based specialist care. Primary care 
practices provide their services on a drop-in basis (World Health Organization, 2006; Al Sharafi, 
2009; Kieft et al., 2012). The appointment system is used on a very limited basis (Al-Kandari et 
al., 2008). 
The primary care service is available around-the-clock. Typically, service is provided to 
the residents of a residential neighbourhood by a local primary care practice within the 
neighbourhood. Most practices operate in two or three shifts collectively lasting for more than 16 
hours a day. In addition, within each health region, at least two practices provide primary care 
services throughout the day, seven days a week. That is, primary care services are available in 
weekends and public holidays. 
The primary care service is government-funded. In 1999, however, a law was enacted 
that imposed fees against the use of health care services. Now, non-citizens pay fees for the use 
of primary care services (World Health Organization, 2006; Al Sharafi, 2009). While the fee for 
health care is minimal (the equivalent of £2), it is arguably the equivalent to a day’s pay for 
many non-citizen workers (WikiLeaks, 2004). Kuwaiti citizens, on the other hand, continue to 
enjoy the health care service free of charge. 
However, despite the extended working hours, relative affordability, and relative 
comprehensiveness of the primary care service in Kuwait, primary care still has a low status in 
the eyes of the public. It has received particularly strong comments and harsh criticism from 
many of its users, as well as the politicians and the media. In addition, increasing public demands 
are continuously being made for improved primary care services. Despite the Ministry of 
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Health’s quality improvement efforts, the criticisms made by the public do not seem to have 
changed (Al Sharafi, 2009; al-Rajhi, 2011; Abdullah, 2012; Kieft et al., 2012). 
5.4. Research	  Philosophy	  
The research philosophy can be viewed as the researcher’s set of beliefs, feelings, assumptions, 
and values about the world and how it can be known and understood. It is the net that contains 
the researcher’s ontological, epistemological, and methodological premises (Denzin & Lincoln, 
2005). The research philosophy, thus, represents “a worldview that defines, for its holder, the 
nature of the ‘world’, the individual’s place in it, and the range of possible relationships to that 
world and its parts” (Guba & Lincoln, 1994, pp.107, italics in original). The set of beliefs and 
assumptions contained in the research philosophy can have a significant impact on the research 
design and methods—which should be congruent with the research philosophy (Guba & Lincoln, 
1994; Saunders et al., 2007; Saunders & Tosey, 2012). 
It has been argued that since these research philosophies represent the researcher’s set of 
basic beliefs, there is no way to establish their ultimate truthfulness (Lincoln & Guba, 1985; 
Guba & Lincoln, 1994). They are not open to proof in any conventional sense; they must be 
accepted simply on faith. Guba and Lincoln (1994) contend that if there was a way to establish 
the credibility of each research philosophies, the philosophical debates surrounding them would 
have been resolved a long time ago. Therefore, there is a general agreement among researchers 
that no one research philosophy is better than another (Guba & Lincoln, 1994; Saunders et al., 
2009). Each research philosophy is ‘better’ in different contexts. Which philosophy is ‘better’ 
depends on the research questions being asked (Saunders et al., 2009). 
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This study adopts a constructivist philosophy. Constructivism assumes that there is no 
single objective reality. It rejects the positivist perspective that views the concept of reality as 
existing ‘out there’, external and independent of the researcher or the knower. Rather, it assumes 
that reality is internally constructed. We perceive the world differently; therefore, reality is 
relative to each of us. Consequently, multiple ‘realities’ exist. These realities represent our 
intangible mental constructions based on how we experience the world. Our constructions of 
reality are, therefore, socially and experientially based (Guba & Lincoln, 1994; Madill et al., 
2000; Agostinho, 2004; Krauss, 2005; Bowen, 2008; Saunders et al., 2009). 
In addition, because meanings are socially embedded, our constructions of ‘reality’ are 
local and specific in nature—although some elements of these constructions may be shared 
across individuals of the same culture (Guba & Lincoln, 1994). In constructivism, knowledge is 
established through the meanings and constructions we attach to events and phenomena. 
Knowledge, under this philosophy, is therefore socially constructed, and is context- and time-
dependent (Guba & Lincoln, 1994; Madill et al., 2000; Krauss, 2005; Saunders et al., 2009). In 
addition, the constructivist philosophy assumes that the constructions held by an individual are 
alterable; they may change, as may their associated ‘realities’. Reality is therefore dynamic, 
rather than a static condition (Guba & Lincoln, 1994; Madill et al., 2000; Agostinho, 2004). 
Hence, due to its construal of a socially constructed reality, the constructivist philosophy is 
ontologically subjective; it assumes a relativist ontology (Van de Ven, 2007). 
Constructivism contends that the researcher interacts with the subject of study. The 
researcher and the subject of study are assumed to be interactively linked so that the findings of 
the study are literally created as the research process continues (Jaeger & Rosnow, 1988; Guba & 
Lincoln, 1994; Madill et al., 2000). That is, the philosophy takes the position that “the knower 
 
 111	  
and the known are co-created during the inquiry” (Krauss, 2005, p.761). Constructivism, 
therefore, denies an objective and impartial representation of social reality: it adopts a subjective 
epistemology (Jaeger & Rosnow, 1988; Guba & Lincoln, 1994; Van de Ven, 2007; Saunders et 
al., 2009). 
The constructivist philosophy—which Lincoln and Guba (1985) previously called 
naturalistic inquiry—is characterised by research in natural settings, rather than in controlled or 
experimental ones; the use of qualitative research methods; purposive sampling; inductive 
analysis; a grounded theory approach; and special criteria of trustworthiness (Lincoln & Guba, 
1985; Bowen, 2008). 
As this study aims to explore and understand how health care quality is viewed and 
perceived by the various stakeholders in primary care and how culture may affect their views and 
constructions, the constructivist philosophy is well suited for this study. The research philosophy 
did, as will be seen in the following sections, inform the choices of research strategy, data 
collection techniques, and data analysis procedures. 
5.5. Research	  Design	  
To answer the above research questions, this study uses a qualitative research methodology. 
Qualitative and quantitative methods are both used in research—albeit in different situations and 
for different types of research questions (Strauss & Corbin, 1990; Britten et al., 1995; Mays & 
Pope, 1995; Pope et al., 2002; Saunders et al., 2007; Silverman, 2010). The choice of research 
methodology depends to a large extent on the nature and context of the research questions asked 
(Strauss & Corbin, 1990; Mays & Pope, 1995; Pope & Mays, 1995; Lee et al., 1999; Denzin & 
Lincoln, 2005; Silverman, 2010). Research questions that begin with ‘how’ or ‘what’—which 
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typically arise when the existing theory is underdeveloped and cannot adequately explain a 
phenomenon—tend to lend themselves to qualitative research methodology (Creswell, 1998; Lee 
et al., 1999; Merriam, 2002; 2009). For example, qualitative research methods are appropriate 
when studying topics that are ill-defined or poorly understood to determine the nature of the area 
of study. They are particularly appropriate for describing, interpreting, and explaining 
phenomena and experiences, especially where they are complex and multifaceted. Qualitative 
methods can provide intricate details—and hence a better understanding—of phenomena that are 
difficult to describe with quantitative research methods. Qualitative research methods are also 
useful for exploring and uncovering the issues behind phenomena which have been under-
studied (Strauss & Corbin, 1990; Firestone, 1993; Silverman, 1993; Britten et al., 1995; Lee et 
al., 1999; Silverman, 2010). These characteristics make qualitative methodology particularly 
well-suited for this study. 
Broadly defined, qualitative research means “any kind of research that produces findings 
not arrived at by means of statistical procedures or other means of quantification” (Strauss & 
Corbin, 1990, p.17). The goal of qualitative research is to study and understand social 
phenomena and events in their natural settings—rather than in controlled or experimental ones—
and to make sense of or interpret these phenomena in terms of the subjective meanings, values, 
and experiences of the people involved (Nelson et al., 1992; Pope & Mays, 1995; Patton, 2002; 
Pope et al., 2002; Denzin & Lincoln, 2005). That is, qualitative research is typically concerned 
with the viewpoints of those who are being researched rather than the researcher’s. It seeks to 
study the phenomena of interest from an emic perspective, which attempts to understand the 
world from the viewpoint of those being researched (Britten et al., 1995; Denzin & Lincoln, 
2005). A qualitative approach to research is thus well-suited for this study which aims to add to 
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our understanding of how national culture influences the social construction of health care 
quality. 
Qualitative researchers believe that there is a wide range of ways of making sense of the 
world. Qualitative methods, in general, are more able to provide a richer description and a deeper 
understanding of social phenomena than their quantitative counterparts (Silverman, 2010). 
Through methods such as detailed interviewing, qualitative research can get closer to the actor’s 
perspective and capture the views from the frame of reference of the actor. Qualitative 
research—as the word qualitative implies—emphasises on the qualities of things and phenomena 
that are not experimentally measured or quantified. It, thus, emphasises the social construction of 
reality and the intrinsically value-laden nature of the inquiry (Denzin & Lincoln, 2005). 
Qualitative research methods—where close and trusting relationships can be forged between the 
researcher and the researched—can access areas that may not be amenable to quantitative 
research methods (Firestone, 1993; Britten et al., 1995; Pope & Mays, 1995; Holloway & 
Wheeler, 2002; Pope et al., 2002). 
It is now increasingly recognised that the views of health care quality depend on the 
stakeholder’s perspective and that different stakeholders may have contested views of what 
constitutes health care quality. It is also widely agreed upon that the concept of health care 
quality is complex and multidimensional, which makes some areas within it inaccessible to 
quantitative research methods (Pope et al., 2002). Moreover, the concept of health care quality 
has moved from a solely technical subject to a comprehensive and multifaceted issue that now 
seeks to contain the views of not only health care providers, but also users, managers, and other 
health care stakeholders. Given this and the complexity of the concept, health care quality cannot 
now be assessed by simply monitoring quantitative measures and indicators. Understanding of 
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the perspectives and experiences of the various stakeholders and the meanings they attach to 
their experiences is now crucial to understanding health care quality. A qualitative research 
design is, therefore, most suitable for the research questions of this study (Pope et al., 2002). 
5.6. Data	  Collection	  
Methods of data collection should be consistent with the research questions, aims, and design. 
Ideally, they should be specifically determined by the research questions (Merriam, 2002; 
Saunders et al., 2007). For this study, face-to-face semi-structured interviewing was chosen as 
the data collection method. This method was chosen for its suitability for the research questions 
and overall design. As has been highlighted above, interviewing can get closer to the actor’s 
perspective and capture the meanings from the actor’s point of view (Britten, 1995; Denzin & 
Lincoln, 2005). Through personal contact—where close and trusting relationships can be forged 
between the interviewer and the interviewees—interviewing permits the interviewer access to 
areas of data that would not be accessible with other methods of data collection (Firestone, 1993; 
Britten et al., 1995; Saunders et al., 2007). Moreover, since this is an explanatory study—where 
‘probing’ answers provided by the respondents to explain their views further is extremely 
valuable—semi-structured interviewing is favoured (Saunders et al., 2007). 
Semi-structured interviewing is a type of interviewing that is commonly used in 
qualitative research. As the name suggests, semi-structured interviews are less structured than, 
for example, structured interviews, but are not completely devoid of structure—so that data 
about the topic of interest can be obtained (Britten et al., 1995; Taylor, 2005; DiCicco-Bloom & 
Crabtree, 2006). The conversational tone and nature of semi-structured interviews allow the 
interviewer and the interviewee to engage in a two-way dialogue through which the topic at hand 
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can be explored. In semi-structured interviews, the interviewer has a flexible interview guide that 
outlines the themes and issues to be explored, rather than a rigid interview script; the exact 
wording of questions is not determined beforehand. The interviewer or the interviewee may 
diverge from the loose topic guide of the interview in order to pursue pertinent ideas in more 
detail. Similarly, the interviewer may choose to omit or add some questions depending on the 
nature or context of a particular interview. That is, questions emerging from the dialogue may be 
asked by the interviewer to explore the research questions further. The order of questions in a 
semi-structured interview may vary from one interview to another, depending on the flow of the 
conversation (Britten, 1995; Britten et al., 1995; Merriam, 2002; Pope et al., 2002; Taylor, 2005; 
DiCicco-Bloom & Crabtree, 2006; Saunders et al., 2007). 
As with any qualitative research data collection tool, the aim of semi-structured 
interviewing is to understand the participant’s own framework of meanings and concepts, to 
explore the ‘insider perspective’, rather than impose the researcher’s assumptions and structures. 
Therefore, qualitative researchers conducting semi-structured interviews use open-ended 
questions and try to be as interactive and as responsive to the language and concepts used by the 
interviewee as possible; they try to remain open to the possibility that the concepts that emerge 
may be very different from what might have been predicted before the interviews (Britten, 1995; 
Britten et al., 1995; Taylor, 2005). 
Moreover, semi-structured interviews provide the interviewer with the opportunity to ask 
follow-up questions and probe the interviewee’s responses further in order to establish the 
significance and meaning of each response and ensure that what the interviewee meant is well-
understood. The interviewer can ask open questions to encourage the interviewee to provide a 
comprehensive answer and follow-up with a supplementary question where an open question 
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does not elicit a relevant response. In addition, semi-structured interviews have the benefit of 
uncovering issues or concerns that had not previously been anticipated or considered by the 
researcher, which can further understanding of the interviewees’ accounts and views (Britten, 
1995; Pope et al., 2002; Saunders et al., 2007; Tong et al., 2007). This was succinctly 
summarised by Britten (1995) who noted that qualitative interviewers aim to “go below the 
surface of the topic being discussed, explore what people say in as much detail as possible, and 
uncover new areas or ideas that were not anticipated at the outset of the research” (p.252). 
All of the interviews for this study were conducted by the researcher. They lasted 
between 45 and 90 minutes. Most interviews took place either in private meeting rooms at the 
primary care practice or at the interviewee’s office, depending on their preference. The 
interviewer in semi-structured interviews is interested in not only what the interviewees say, but 
also the way in which they say it. That is, picking up non-verbal cues and body language 
gestures expressed by the interviewees is of immense value (Britten, 1995; Saunders et al., 
2007). In order to listen attentively to what the interviewee says and concentrate more fully on 
the non-verbal cues expressed by the interviewee, the interviews conducted for this study were 
audio-recorded. The benefits of audio-recording the interviews were explained to the 
interviewees beforehand and permission to audio-record was obtained from them. In addition, 
brief notes were made during the interview to record the interviewee’s facial expressions and 
other non-verbal cues which cannot be captured through audio-recordings. (Saunders et al., 
2007). The audio-recordings of the interviews were then transcribed and translated (from Arabic 
to English), which was a time-consuming process (Britten, 1995; Braun & Clarke, 2006; Pope et 
al., 2006). Particular care was taken to produce a thorough orthographic transcript that contains a 
verbatim record of all pertinent verbal and non-verbal utterances. It is worth noting that the 
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process of transcription, while labour-intensive and time-consuming, was used by the researcher 
as a way of familiarisation with the collected data, to gain an overview of the depth and breadth 
of the data, which was very useful during data analysis. The time spent transcribing was 
therefore not wasted (Braun & Clarke, 2006). 
5.7. Sampling	  Strategy	  
As this study aims to explore the views and perceptions of key stakeholder groups towards health 
care quality, the following groups were chosen: primary care physicians, users of the primary 
care service, and health care managers. These groups were chosen due to their role as key 
stakeholders in the Kuwaiti primary care sector. They were chosen to represent as diverse a 
range of views and perspectives on health care quality as possible. One aim of this choice is to 
ensure that any differences (or similarities) in perspectives across the various stakeholder groups 
can be examined. In addition, this choice is supported by the literature which views the concept 
of health care quality from the viewpoints of three principal interest groups: those who provide 
care, those who manage it, and those who use it (Donabedian, 1988; Øvretveit, 1992; Nakkeeran 
& Thiagarajan, 2010). 
Since this study seeks to understand the meaning of health care quality from the 
perspectives of primary care stakeholders and does not seek to measure health care quality or 
provide statistical generalisations about it, probabilistic sampling is neither necessary nor 
justifiable (Mays & Pope, 1995; Pope et al., 2000; Merriam, 2002; 2009). Instead, this study 
used a non-probabilistic purposive sampling strategy, where the researcher purposely selects 
information-rich individuals for their relevance to the topic being studied. That is, purposive 
sampling is a strategy in which the researcher purposefully selects cases that will contribute the 
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most to the information needs of the study (Merriam, 2002; Patton, 2002; Pope et al., 2002; 
Ritchie et al., 2003a; Saunders et al., 2007; Polit & Beck, 2009; Saunders et al., 2009). 
One aim of purposive sampling is to ensure that all key constituencies relevant to the 
topic being studied are covered. This means that cases are sampled based on specific pre-
determined criteria to cover the range of characteristics relevant to the study (Mays & Pope, 
1995; Merriam, 2002; Pope et al., 2002; Ritchie et al., 2003a). Depending on the aim of the 
study, a specific approach to purposive sampling is chosen—the approach, in turn, determines 
the range of criteria to be covered and, thus, the composition of the sample. In this study, within 
each of the three groups selected above, a maximum variation sampling approach was utilised, so 
that the sample is selected in ways that provide a broad range of information (Lincoln & Guba, 
1985; Patton, 2002; Saunders et al., 2009; Marshall & Rossman, 2011). 
Maximum variation sampling involves deliberately selecting cases with a wide range of 
variation on the criteria of interest (Lincoln & Guba, 1985; Patton, 2002; Saunders et al., 2009; 
Marshall & Rossman, 2011). This sampling approach ensured the inclusion of a diversity of 
experiences within each stakeholder group. For example, within the health care providers group, 
it ensured that clinicians of different characteristics (for example, Kuwaiti versus non-Kuwaiti 
physicians; clinicians from across the various health regions; and junior versus senior clinicians) 
were sampled. Similarly, the literature has demonstrated differences on health care quality across 
different cultural groups, different age groups, and different genders (Nickens, 1995; Bethell et 
al., 2003). Therefore, within the health care users group, the sample was selected to ensure the 
inclusion of patients from various socio-economic backgrounds (for example, both Kuwaitis and 
non-Kuwaitis); across different age groups; across genders; and across the various health 
regions. 
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In this approach, sampling ensures that the views of the powerful as well as the 
disenfranchised are represented (Kuzel, 1999). Any common pattern that emerges from great 
variation is of particular value and interest in capturing the central theme and shared aspects 
(Patton, 2002). The sampling process began with an initial selection of informants within each 
group, and was then supplemented with new respondents through snowballing (Polit & Beck, 
2009).  
As this study is a qualitative study, it seeks to achieve theoretical generalisability; it does 
not seek statistical representativeness or generalisability. It, therefore, focuses in depth on a 
relatively small sample of carefully selected information-rich cases whose study does provide a 
comprehensive understanding of the topic. Typically, qualitative research is less concerned with 
sample size than its quantitative counterpart (Britten, 1995; Myers, 2000; Patton, 2002; Pope et 
al., 2002; Bowen, 2008; Polit & Beck, 2009). Instead, the focus in qualitative research is on 
sampling adequacy or the quality of information obtained from the sample. The sample must be 
‘appropriate’; that is, comprised of participants who best represent or have knowledge of the 
topic being studied (Morse et al., 2002). Many qualitative researchers recommend continuing 
data collection until the point where additional episodes of data collection do not add any new 
information and data saturation is reached—as indicated by data replication and redundancy. At 
the point of data saturation, no new themes are identified and no additional data relevant to 
conceptual categories can be found. At this point, data categories are already validated and well-
established, and new data fit easily into them (Glaser & Strauss, 1967; Strauss & Corbin, 1990; 
Boeije, 2002; Morse et al., 2002; Burns & Grove, 2005; Bowen, 2008; Polit & Beck, 2009; 
Saunders et al., 2009). 
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The sample size in qualitative studies is, thus, related to the informational needs of the 
study and is only relevant as it relates to achieving data saturation (Pope et al., 2000; Bowen, 
2008; Polit & Beck, 2009). Sampling adequacy is judged on the basis of theoretical data 
saturation; that is, whether sufficient data account for all the theoretical categories that have been 
devised, as indicated by the depth as well as the breadth of data (Morse et al., 2002). However, 
Guest et al. (2006) provided some practical guidelines as to the appropriate sample size in non-
probability samples. Based on their research, they posit that data saturation is reached after 
twelve in-depth interviews where the sample is fairly homogenous. They note, however, that 
twelve in-depth interviews are unlikely to be sufficient to reach data saturation where the study 
sample is heterogeneous (Guest et al., 2006). 
5.7.1. Participant	  Recruitment	  
As described earlier, sampling began with an initial selection of informants within each group. 
This initial sample was later supplemented primarily through snowballing. After recruiting 
potential study participants, each was approached, briefly explained the purpose of the study, and 
asked whether they would like to take part in it. Potential participants from the health care 
‘providers’ and ‘managers’ groups were, for the most part, approached at their offices. Some 
participants were recruited through networking and snowballing techniques through other 
participants who took part in the study. Care was taken to include as diverse a range of views and 
perspectives on health care quality as possible. Participants who were asked for help recruiting 
other potential study participants were typically asked to recruit, depending on the sampling 
needs of the study at the time, with certain socio-demographic characteristics. For example, at 
times during the research process, efforts were directed to recruit non-Arab physicians, at other 
times, female managers, and so on depending on the sampling needs of the research. 
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Based on Guest et al. (2006), and given that the ‘health care providers’ and ‘health care 
managers’ groups are fairly homogenous, this study began by interviewing twelve cases within 
each of these groups (Guest et al., 2006).  However, several pre-arranged interviews with health 
care managers were cancelled by potential participants at late notice due to commitments on their 
part. In other cases, potential participants did not cancel the arranged interview but simply failed 
to show up at the scheduled time and failed to respond to repeated contact attempts. This was 
especially the case with some participants from the health care managers group. 
The ‘health care users’ group, on the other hand, is relatively heterogeneous. Like with 
the other two sample groups, recruitment of health care users began an initial selection of a few 
informants but was mainly supplanted with participants recruited through snowballing by asking 
primary care physicians (from the ‘providers’ group) to suggest potential participants. As data 
collection progressed, recruitment was more selective for participants whose attributes may have 
been underrepresented in the growing study sample. For example, as more data were collected 
and analysed, the researcher recognised the need to sample more participants from the Indian 
subcontinent. 
Within the ‘users’ group, the researcher began by interviewing Kuwaiti and non-Kuwaiti 
participants. When data saturation was not reached upon completion of twelve interviews in each 
group, further sampling continued until data saturation was reached (Guest et al., 2006). 
Altogether, 42 participants were interviewed in the study, including 19 health care users, 
16 health care providers, and 7 health care managers. However, even though the initial plan was 
to interview more health care managers so that data saturation can be reached—as per Guest et 
al.’s (2006) recommendation—analysing the data has shown good data saturation. The total 
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sample included males (26) and females (16) from diverse cultural backgrounds, across all age 
groups (except children), and across geographic localities. Participants’ ages range between 26 
and 63 years, with the largest proportion being in the 30–39 years age group (15). 
Table 1 summarises the demographic characteristics of the study sample. 
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Table	  1:	  Summary	  of	  the	  demographic	  characteristics	  of	  study	  participants	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1 ♂ 30–39 K Capital 
Total:	  16	  K:	  8;	  NK:	  8;	  
♂:	  10;	  ♀:	  6;	  25–29:	  1;	  30–39:	  7;	  40–49:	  4;	  50–59:	  3;	  60–64:	  1	  Capital:	  7;	  Non-­‐Capital:	  9	  
Notes:	  
†Age	  groups	  in	  years	  	  
Abbreviations:	  K:	  Kuwaiti;	  NK:	  Non-­‐Kuwaiti	  
 
2 ♂ 30–39 K Capital	  
3 ♂ 30–39 K Capital	  
4 ♀ 40–49 K Capital	  
5 ♂ 30–39 K Non-Capital 
10 ♀ 40–49 NK Capital 
11 ♂ 25–29 K Capital 
15 ♂ 50–59 NK	   Non-Capital	  
16 ♂ 50–59 NK	   Non-Capital	  
17 ♂ 30–39 NK	   Non-Capital	  
18 ♂ 60–65 NK	   Non-Capital	  
23 ♀ 40–49 NK	   Non-Capital	  
24 ♀ 40–49 NK	   Non-Capital	  
33 ♀ 30–39 K	   Non-Capital	  
41 ♀ 30–39 K Capital 
42 ♂ 50–59 K Non-Capital 
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8 ♂ 30–39 K Non-Capital	   Total:	  7	  K:	  7;	  NK:	  0;	  
♂:	  5;	  ♀:	  2;	  30–39:	  3;	  40–49:	  1;	  50–59:	  2;	  60–64:	  1	  Capital:	  0;	  Non-­‐Capital:	  7	  
 
9 ♂ 30–39 K Non-Capital	    
25 ♂ 60–65 K Non-Capital	    
26 ♂ 30–39 K Non-Capital	    
34 ♀ 50–59 K	   Non-Capital	    
35 ♀ 50–59 K	   Non-Capital	    
36 ♂ 40–49 K	   Non-Capital	    
H
ea
lt
h	  
ca
re
	  
U
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rs
	  
6 ♀ 30–39 NK Non-Capital 
Total:	  19	  K:	  7;	  NK:	  12;	  
♂:	  11;	  ♀:	  8;	  25–29:	  3;	  30–39:	  5;	  40–49:	  6;	  50–59:	  4;	  60–64:	  1	  Capital:	  7;	  Non-­‐Capital:	  12	  
 
7 ♂ 40–49 NK Non-Capital  
12 ♀ 30–39 NK Non-Capital	    
13 ♀ 50–59 K Capital	    
14 ♀ 25–29 K	   Capital	    
19 ♂ 30–39 NK	   Capital  
20 ♂ 25–29 NK Non-Capital	    
21 ♂ 30–39 NK Non-Capital	    
22 ♀ 25–29 K Non-Capital	    
27 ♀ 60–65 K Capital  
28 ♀ 40–49 K Non-Capital	    
29 ♂ 50–59 NK	   Non-Capital	    
30 ♂ 40–49 NK	   Non-Capital	    
31 ♂ 40–49 NK Non-Capital	    
32 ♂ 50–59 NK Non-Capital	    
37 ♀ 50–59 K	   Capital  
38 ♂ 30–39 K	   Capital  
39 ♂ 40–49 NK	   Capital  
40 ♂ 40–49 NK	   Non-Capital  Total:	  42	   ♂:	  26;	  
♀:	  16	   25–29:	  4;	  30–39:	  15;	  40–49:	  11;	  50–59:	  8;	  60–64:	  3	  
K:	  23;	  NK:	  19	   Capital:	  14;	  Non-­‐Capital:	  28	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5.8. Data	  Analysis	  
Qualitative data analysis progresses simultaneously with data collection. The process of 
analysing data begins during data collection; it typically begins during the first interview and 
continues throughout all phases of research. The qualitative researcher continually goes back to 
previously collected data and compares them with newly gathered data. This cyclical and 
interactive nature of qualitative data analysis allows the researcher, while ‘in the field’, to make 
adjustments to the research and interview questions—that should shape and better inform 
subsequent episodes of data collection (Britten et al., 1995; Pope et al., 2000; Thorne, 2000; 
Merriam, 2002; Ritchie et al., 2003b; Pope et al., 2006; Bowen, 2008). 
Although the process of data analysis in qualitative research begins while the researcher 
is ‘in the field’, there is still much analytical work to do once the researcher has left the field 
(Pope et al., 2000; 2006). The purpose of this analytical work is to organise and provide structure 
to and to elicit meaning from the collected data (Polit & Beck, 2009). Much qualitative analysis 
falls under the general heading of thematic analysis (Lacey & Luff, 2001; Braun & Clarke, 
2006). Many authors (Boyatzis, 1998; Ryan & Bernard, 2000; Holloway & Todres, 2003) 
characterise thematic analysis as a generic skill or tool that is used across qualitative analysis, 
rather than a specific method of qualitative analysis in its own right. Some authors (Ryan & 
Bernard, 2000) identify thematic analysis as a process performed within ‘major’ qualitative 
analytic traditions—such as grounded theory. 
The choice of a specific approach to data analysis depends on the aims and nature of the 
research as well as the research questions (Strauss & Corbin, 1990; Mays & Pope, 1995; Pope & 
Mays, 1995; Lacey & Luff, 2001; Denzin & Lincoln, 2005; Pope et al., 2006; Silverman, 2010). 
This study made use of thematic analysis and some elements of grounded theory. Grounded 
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theory can be thought of as both a strategy for conducting qualitative research and an approach to 
qualitative data analysis (Robson, 2002; Saunders et al., 2009). Robson (2002) indicates that it is 
possible to design a study which incorporates some aspects of grounded theory while ignoring 
others. 
Thematic analysis involves the search for and recognition of common threads or patterns 
within the data (Bowen, 2006; Braun & Clarke, 2006). Once out of the field, the researcher 
familiarised himself with the collected data; he immersed himself in the raw data to comprehend 
their meaning in their entirety and to gain an overview of their depth and breadth. Immersion in 
the data is an important first step in qualitative analysis (Aronson, 1994; Pope et al., 2000; Lacey 
& Luff, 2001; Braun & Clarke, 2006; Bradley et al., 2007). During this step, the researcher wrote 
memos and listed the key ideas and recurring topics within the data, as well as thoughts and 
questions in relation to them. Memo writing (or ‘memoing’) is an important tool for capturing 
comparisons and connections the researcher makes. It helps crystallise questions and directions 
the researcher wants to pursue and therefore informs the research (Gomm, 2004; Charmaz, 2006; 
Birks et al., 2008; Kodish & Gittelsohn, 2011). 
Once data have been read and reviewed and there was a general understanding of their 
scope and contexts, they were coded in order to reduce them into meaningful segments for 
interpretation. Coding is a process of conceptualising data that consists of identifying and 
labelling the key concepts in the data. It provides a formal system for organising data and for 
identifying and documenting links within and between concepts described in the data (Bradley et 
al., 2007; Corbin & Strauss, 2008; Kodish & Gittelsohn, 2011). Codes are tags (or descriptive 
labels) that are applied to segments of data to help catalogue the key concepts described in them 
while preserving the contexts in which they are described (Miles & Huberman, 1994; Bradley et 
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al., 2007; Saldaña, 2009). They refer to the most basic element of the raw data that can be 
assessed in a meaningful way regarding the phenomenon under study (Boyatzis, 1998; Braun & 
Clarke, 2006). Coding, thus, enables the researcher to organise and group similarly coded data 
into groups or ‘families’ (Corbin & Strauss, 2008; Saldaña, 2009). The process of coding can be 
thought of as ‘mining’ the data for hidden treasures within them (Corbin & Strauss, 2008). 
Coding can be inductive, deductive, or integrated—employing both inductive and 
deductive coding approaches (Bradley et al., 2007). In this study, coding was more inductive. 
That is, codes, for the most part, were data-driven. Analytic induction is an example of the 
simultaneity of data collection and analysis in qualitative research (Braun & Clarke, 2006; 
Bradley et al., 2007; Kodish & Gittelsohn, 2011; Suter, 2012). The study drew upon emergent 
issues raised by the interviewees themselves and views or experiences that show recurrence or 
patterning in the data. In addition to inductive coding, the study also drew upon a priori 
knowledge and questions derived from the aims of the study for identification of key concepts 
within the data. Conscious effort was made not to impose or erroneously ‘force’ a priori 
assumptions and preconceived notions upon the codes. Rather, a priori knowledge was used to 
inform the emergence of concepts during the analytic process (Aronson, 1994; Gomm, 2004; 
Pope et al., 2006; Bradley et al., 2007; Kodish & Gittelsohn, 2011). For identification and 
classification of the codes, this study used the constant comparative method—an approach 
originally developed for use in the grounded theory (Glaser & Strauss, 1967). Many qualitative 
analytic strategies, including thematic analysis, rely on this method of constant comparisons to 
identify and understand the key concepts within data (Aronson, 1994; Thorne, 2000; Floersch et 
al., 2010). 
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The process of coding in the initial phase began with open coding, where data were 
examined to identify concepts within them. Care was taken to identify as many codes as possible 
(Braun & Clarke, 2006; Pope et al., 2006). Data were reviewed in detail and as a concept became 
apparent, a code was assigned. Thematic analysis does not specify a particular length of text to 
code; codes can be assigned to lines, sentences, paragraphs, or longer text segments that illustrate 
the chosen concept. As more data were reviewed and more concepts were coded, codes were 
developed and refined to fit the data (Bradley et al., 2007; Floersch et al., 2010). Whenever 
possible, data were coded using in-vivo codes—that is, using the exact words of interviewees 
(Ryan & Bernard, 2000; Lacey & Luff, 2001; Corbin & Strauss, 2008). The process of open 
coding the data is illustrated in Table	  2 below. 
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Table	  2:	  Line-­‐by-­‐line	  coding	  of	  excerpts	  from	  interview	  transcripts	  
Interview	  excerpt	  
Medicines and blood tests should always be made available … Kuwaiti patients should receive the best 
care and get the best medicines regardless of the cost. […] All practices I’ve been to have been 
designed with many doctor surgeries to be open at the same time but I almost never seen more than 
just a few surgeries running at a time in spite of a long queue of people waiting. (P13) 
Line-­‐by-­‐line	  coding	   Codes	  
Medicines and blood tests should always be made available § Emphasising means of care 
Kuwaiti patients should receive the best care § Feeling entitled 
§ Justifying discrimination 
regardless of the cost § Not caring about expenses 
I almost never seen more than just a few surgeries running 
at a time 
§ Non-responsive service 
§ Physicians’ inflexibility contributing to waits 
 
Interview	  excerpt	  
The ministry [of health] should stop recruiting cheap, poorly trained doctors from Egypt or India to 
save on costs. Most of them didn’t choose primary care but were most likely forced into it. They are a 
main reason for the negative public image of the service … the practice sometimes feels like a grocery 
store. Many Kuwaitis only use primary care to get ‘sick leave’ notes. They don’t trust primary care 
even with the smallest stuff, they don’t trust the medicines provided by primary care.  (P11) 
Line-­‐by-­‐line	  coding	   Codes	  
The ministry [of health] should stop recruiting cheap, 
poorly trained doctors 
§ Importance of well-trained physicians 
from Egypt or India § Feeling of superiority (over physicians from 
other developing countries) 
§ Us versus them distinction  
to save on costs § Emphasising investment in skilled physicians 
reason for the negative public image of the service § Physicians’ incompetence contributing to 
negative image of the service 
the practice sometimes feels like a grocery store § ‘Chaos’ at the practice 
§ Holding the service in low regard 
Many Kuwaitis only use primary care to get ‘sick leave’ 
notes. They don’t trust primary care 
§ De facto repurposing of the service 
§ Lacking trust in the service 
 
Interview	  excerpt	  
Doctors are suspicious of patients or patients’ motives … young patients are always seen by doctors as 
lying until proven otherwise … they are always seen as lying to gain something … like a sick leave!  
(P14) 
Line-­‐by-­‐line	  coding	   Codes	  
Doctors are suspicious of patients § Tensions between physicians and patients 
seen as lying to gain something § Physicians misunderstanding patients 
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Text segments were then compared to each other to ascertain whether codes are 
appropriately assigned. They were compared with other segments that have been assigned the 
same code to verify whether they reflect the same concept. Within-code comparisons can help 
uncover the different properties and dimension of the code (Pope et al., 2006; Bradley et al., 
2007; Corbin & Strauss, 2008). In addition, codes were compared against other codes from the 
same interview, as well as codes from other interviews. 
As segments of text are compared, the researcher made use of questioning to identify 
similarities, differences, and patterns within the codes: ‘What are the characteristics of the 
code?’, ‘What forms does it take?’ ‘How is this text segment similar to or different from 
preceding segments?’ All these questions enabled the researcher to probe deeply into the data 
and to examine their properties and dimensions (Pope et al., 2006; Bowen, 2008; Corbin & 
Strauss, 2008). In addition, asking questions enabled the researcher to identify new or uncoded 
concepts in the data. When new concepts were suggested, previous transcripts were analysed 
again to determine the presence of those concepts. This back-and-forth interplay between the 
researcher and the data continued until all relevant key concepts in the data were identified and 
coded (Bowen, 2008). Interview transcripts were read and reread to identify all data related to 
the already identified codes and code them accordingly. This means that a single passage of text 
may encompass multiple concepts and thus was cross-coded (Aronson, 1994; Braun & Clarke, 
2006; Pope et al., 2006). A common criticism of coding is that the context is lost. Therefore, care 
was taken to code data inclusively—that is, to leave as little as possible out of the relevant 
surrounding data (Pope et al., 2002; Braun & Clarke, 2006). 
In addition, the process of constant comparisons involves a constant search for negative 
cases or disconfirming evidence (Glaser & Strauss, 1967; Britten et al., 1995; Ryan & Bernard, 
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2000; Morse et al., 2002; Braun & Clarke, 2006; Corbin & Strauss, 2008). Negative cases could 
disconfirm or refute the emerging theory and suggest that new conceptions need to be made. The 
presence of a negative case, however, does not necessarily negate the researcher’s 
conceptualisations. The negative case, often, represents a dimensional extreme or variation on 
the conceptualisation of the data. That is, looking for the negative case provides for a fuller 
explanation of the concepts in the data (Corbin & Strauss, 2008). 
As the process of coding continued, the researcher developed a codebook as part of the 
process. A codebook is simply a reference tool that contains the codes and their respective 
specifications and definitional parameters, including full descriptions of each code and when to 
or not to apply it. The use of a codebook guides the researcher throughout the coding process and 
helps establish stability and consistency when coding. A clear and comprehensive codebook 
promotes the quality of subsequent analysis (Bradley et al., 2007; Kodish & Gittelsohn, 2011). 
For example, code inclusion criteria were developed for each code and were logged in the 
codebook to make sure data are coded consistently and unambiguously (Maykut & Morehouse, 
1994; MacQueen et al., 1998). In addition, in later stages of the coding process, the use of a 
codebook provided a visual representation of the relationships among the codes and thus served 
as an ‘audit log’ of the procedures followed as the analysis proceeded (Lincoln & Guba, 1985; 
Bowen, 2008). 
Towards the end of open coding, the larger mass of textual data was reduced into 
manageable groupings of codes, which were used to make relationships among the concepts in 
the data in a process called axial coding (Bowen, 2008; Corbin & Strauss, 2008). During data 
analysis, however, “open coding and axial coding go hand in hand” (Corbin & Strauss, 2008, 
p.198); the distinction made between them is for explanatory purposes. As the process of coding 
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continued, coded data were constantly compared and scrutinised, data segments were coded and 
recoded and the codes became more refined. Several of the initial or ‘first cycle’ codes were 
relabelled, subsumed by other codes, or dropped all together. Codes underwent multiple iterative 
rounds revisions, refinements, and rearrangements until high-level concepts emerged (Bowen, 
2008; Saldaña, 2009; Suter, 2012). 
As the identified codes were compared with each other, some codes seemed to cluster 
together. Conceptually similar ones were grouped together under higher-level descriptive 
concepts called themes (or categories). For example, several codes or first-order concepts—such 
as, being productive; being able; being independent; contributing to society; not being in need; 
and health being a means not an end—were grouped together to form the second-order category 
or theme, health as being able. The constant comparative method allowed the researcher to 
differentiate themes from one another and to identify the properties and dimensions specific to 
each theme. Besides comparing units of text from the transcripts with each other as illustrated 
earlier, the discovered themes were compared with the literature to recognise patterns in the data. 
The researcher axially categorised and grouped together lower-level concepts (codes) according 
to their shared properties (Corbin & Strauss, 2008; Floersch et al., 2010). In addition, the 
researcher attempted to identify how concepts relate to each other. In doing so, some of the 
initial codes went on to form themes (or subthemes). 
The frequent use of key terms by the interviewees may suggest their relevance as 
conceptual categories or themes (Braun & Clarke, 2006; Bowen, 2008). However, the 
significance of a theme is not determined by its frequency but by its consistency across and 
within interviewees. A theme is also significant when it deepens understanding of extant 
knowledge (Floersch et al., 2010).  
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A collection of themes was identified towards the end of axial coding. Next, they were 
developed into higher-level concepts that can be referred to as central themes (or core 
categories). This final level of coding is known as selective coding—“the process of selecting the 
central or core category, systematically relating it to other categories, validating those 
relationships, and filling in categories that need further refinement and development” (Strauss & 
Corbin, 1990, p.116). This process involved connecting and consolidating the axial codes and 
analysing them to identify central themes that cut across the data (Braun & Clarke, 2006; Bowen, 
2008). To ascertain whether the identified themes adequately capture and accurately represent 
the data, they were judged for both internal homogeneity—the extent to which data within them 
cohere together in a meaningful way—and external heterogeneity—the extent to which there is a 
clear and identifiable distinctions between them (Patton, 1990). For example, the themes health 
as being able; health as being free from disease; health as what the health service ought to 
provide; health as a holistic balance; and health as a divine blessing were consolidated into a 
central theme (or core category) that was labelled the meanings of health (see Figure	  7). The 
interview transcripts were reread to ascertain that the identified themes form a coherent pattern 
and capture the essence of the data, and also to code any additional data that might have been 
missed during earlier rounds of coding (Braun & Clarke, 2006). 
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Figure	  7:	  Example	  of	  data	  hierarchy	  
 
At the end of the coding process, a thematic map was created that identified the essences 
of the different themes, how they relate to each other, and how—together—they represent the 
meanings evident in the data (Braun & Clarke, 2006; Bowen, 2008). 
5.9. Rigor	  
Historically, qualitative research has been viewed as inferior to its quantitative counterpart. It has 
often been seen as ‘unscientific’ and heavily influenced by the researcher’s views and values 
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(Denzin & Lincoln, 1994; 2005; Silverman, 2010). Qualitative research methods have been 
treated as relatively minor methodologies that are to be used, if at all, in the early exploratory 
stages of a study. The works of qualitative researchers have been described as ‘soft science’ and 
as being entirely personal and full of bias (Silverman, 1993; Denzin & Lincoln, 1994). All these 
perceptions of qualitative research had relegated it to “a subordinate status in the scientific 
arena” (Denzin & Lincoln, 2005, p.2). These views of qualitative research have particularly 
strong repercussions in the health care field—with its strong quantitative and experimental 
research tradition (Mays & Pope, 1995). 
However, the continuing shifts in the focus among health care researchers—which had 
often responded to the socio-demographic changes and health care policy requirements—have 
necessitated an increasing dependence and emphasis on qualitative research (Bryman & Burgess, 
1994; Britten et al., 1995; Mays & Pope, 1995). The simplistic traditional view of quantitative 
research that depended solely on quantitative measures and performance indicators has been 
replaced by mainly a qualitative approach (Pope et al., 2002). Assessment of health care quality 
requires a thorough understanding of the views and experiences of the various stakeholders 
involved, especially that it is stakeholder-dependent. Many areas within health care quality may 
be inaccessible to quantitative research methods—which makes qualitative approaches 
particularly useful and appropriate in this study. 
Like quantitative research, qualitative research has its strengths and weaknesses. Both 
quantitative and qualitative researchers believe that they know something about the world worth 
telling but use different methods and approaches to convey their findings (Denzin & Lincoln, 
2005). Qualitative methods are arguably no worse and no better than their quantitative 
counterparts; they just tell different kinds of stories (Pope & Mays, 1995; Denzin & Lincoln, 
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2005). Both types of methods may study similar topics but approach them differently, addressing 
different types of research questions (Britten et al., 1995). 
Nonetheless, qualitative research is not protected from the rigorous standards that should 
be applied to any research (Silverman, 2010; Suter, 2012). Qualitative researchers should strive 
to provide evidence that their findings are sound and credible. In qualitative research, it is widely 
accepted that the researcher is regarded as the research instrument (Britten, 1995; Mays & Pope, 
1995; Madill et al., 2000; Patton, 2002; Golafshani, 2003). 
To ensure rigor in this study, the methods described in the sections above were 
consistently and systematically followed, in all steps of the research. Data were collected 
thoroughly and meticulously, and special attention was paid to the crucial non-verbal cues and 
utterances that interviewees have sometimes displayed. Similarly, gathered data were 
systematically analysed and interpreted; a clear account of the analysis was provided. During 
data analysis, the researcher has continuously searched for ‘disconfirming’ cases and reviewed 
the findings accordingly (Britten et al., 1995). Additionally, multiple sources of data were used 
in this study to enable comparison of data sets against each other and confirm their credibility 
(Patton, 2002; Suter, 2012). 
5.10. Ethical	  Considerations	  
Ethics, according to Saunders et al. (2009), can be defined as “the appropriateness of the 
researcher’s behaviour in relation to the rights of those who become the subject of a research 
project, or who are affected by it” (p.600). A number of ethical issues are likely to arise 
throughout all phases of research—from choosing and formulating the research topic to writing 
up and reporting the findings of the research, passing by designing the research and collecting, 
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processing, storing, and analysing the data. These ethical issues require special consideration. In 
addition to being methodologically sound, research has to be morally defensible (Creswell, 2003; 
Gomm, 2004; Saunders et al., 2009). In this study, the following ethical issues were considered. 
At the start of the research, ethical clearance was obtained from both the University of 
Surrey’s Ethics Committee and the Kuwait Institute for Medical Specialisation (KIMS)—the 
supreme authority responsible for postgraduate medical training and the national body 
responsible for reviewing health care-related research in Kuwait. 
Participants were assured of their anonymity and confidentiality. Identities of research 
participants remain unknown; their names were substituted by codes as a form of identification. 
The information provided by the research participants were handled in a confidential manner 
(Britten et al., 1995; Gomm, 2004; Saunders et al., 2009). 
Voluntary consent of all research participants was obtained before data collection. An 
informed consent statement was read to all participants at the beginning of each interview. The 
statement—which was written in language appropriate to the participants—explained the nature 
and purpose of the research and the research procedures and asked for potential participants’ 
consent to participate. It was made clear to participants that their participation in this research is 
voluntary and that they are free to participate or not to participate. In addition, they were advised 
of their right to withdraw at any stage of the research, particularly on grounds for concern of 
their wellbeing should they have continued to participate. Non-maleficence is a key issue in 
conducting research (Gomm, 2004; Saunders et al., 2009). 
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5.11. Study	  Limitations	  
The role of the researcher, having come from a clinical background, in analysing the data and 
interpreting them must be recognised. A researcher from a different background may analyse the 
data and interpret the research findings differently. 
Other limitations of the study not inherent in the study methodology will be discussed in 
Chapter 9. 
5.12. Chapter	  Summary	  
In this chapter, a detailed description of the research design and methodology was discussed. The 
research aims and objectives were described, together with the research questions. The research 
context was also briefly described. It was explained that this study adopts a constructivist 
research philosophy and uses qualitative research methods. The methods of sampling, data 
collection, and data analysis were described and the rationale for choosing these methods was 
explained. The measures taken to ensure rigor, as well as the ethical considerations relating to 
the study were described. 
In the following chapter, the findings of this study are presented.  
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Chapter	  6	  
Findings	  I	  
6.1. Introduction	  
This chapter presents the findings of the research relating to the beliefs and perceptions held by 
health care stakeholders about the concept of health and the extent of the health care system’s 
responsibilities to care for and promote it. The chapter aims to contribute to answering the first 
research question raised in Chapter 5 on the stakeholders’ definition of health: 
1. How do the various stakeholders define health and what are the differences and 
similarities in definitions between the various stakeholders? 
This chapter presents the various beliefs, perceptions, assumptions, and perspectives 
reported by participants about health. Specifically, it focuses on the different stakeholders’ views 
about health, what it means, and, therefore, who is responsible for promoting and sustaining it. 
While some stakeholders are of the view that the health care system (or the public purse) is 
solely responsible for caring for the individual’s health and for ensuring that their health needs 
are met, others believe that the individual is primarily responsible for caring for their own health. 
In this latter view, the individual person—rather than the health care system—is responsible for 
their own health and well-being by avoiding health-risking behaviours and by adopting a healthy 
lifestyle. 
The chapter will begin by presenting an overview of the main themes and the sub-themes 
within them. The findings of this research revealed a number of themes that are presented in 
three themes (in chapters 6, 7, and 8 respectively): meanings of health; attitudes towards primary 
care service; and differential access to primary care. 
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The themes and the sub-themes within them are summarised in the following table.  
Table	  3.	  Overview	  of	  identified	  themes	  
Themes	   Sub-­‐themes	  
Meanings	  of	  health	   • The	  meaning	  of	  health	  • Responsibility	  for	  one’s	  health	  • Tensions	  in	  doctor-­‐patient	  
relationship	  
	  
Attitudes	  towards	  primary	  care	  service	   • ‘Undervalued’	  and	  ‘untrustworthy’	  • Gender	  issues	  • Cultural	  suitability	  
• Work	  environment	  
	  
Differential	  access	  to	  primary	  care	   • Disproportionate	  distribution	  • Waiting	  times	  
• Institutional	  discrimination	  
	  
 
6.2. The	  Meaning	  of	  Health	  
Participants identified the meaning of health through varying narratives. Firstly, health was seen 
by many participants as ‘being able’ or independent. In the same way, illness was seen as 
entailing the loss of the individual’s earning capacity and as being in need—in this case for care 
or support from others. Participants used words like ‘active’, ‘able’, ‘productive’, and 
‘contributing’ to convey their conceptions of health. One participant, a Sri Lankan female 
domestic worker in her thirties, said, 
[Health] is when I am able to work well. I fear that I won’t be able to work when I’m sick or 
injured … or when I get older … or maybe I won’t be able to work as hard.  (P6) 
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This sentiment was echoed by several other participants, all of whom reported feeling 
somewhat worried or fearful about being unable to work or provide adequate support to their 
families when their health is compromised. All participants who reported such a feeling were 
from South Asian countries—including India, Bangladesh, Sri Lanka, and Iran. Three of these 
participants had dependents in their home countries that they saved for and supported. 
This suggests that such immigrant workers place a high value on productivity and work 
ability as they associate these attributes with their earning capacity, especially given that they are 
primarily unskilled or low-skilled migrant workers whose principal source of income comes 
from their ‘fitness’ for work. Previous research has shown that this functional definition of health 
is common among poorer people, possibly due to their relatively greater economic need to work 
(Helman, 2007). In this view of health, ill health is seen as a direct threat to income-earning 
capacity. A key insight that emerged from the data was the belief that healthy individuals are, in 
general, more productive and can therefore contribute better to their families and society. One 
clinician, a female physician from Egypt, made the remark that “health is a means, not an end in 
itself” (P24). 
Another key narrative that emerged during the interviews was of health as ‘normal 
functioning’ of the body and mind or simply the absence of pathology. Most perspectives that 
contributed to this narrative came from health care providers—but not exclusively. In this 
narrative, health was seen as the normal physiological functioning of all organ systems and of the 
human body as a whole and ill health as an abnormality or deviation from the normal functioning 
of the body. This view of health is very much in harmony with the so-called biomedical model of 
health and illness, which defines health according to culture-free parameters (Helman, 1981; 
Mishler, 1981). 
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[Health] is an indicator of how well the body functions.   (P16) 
To be healthy is to be free of diseases and abnormalities in general … and not in need of 
medical care or any medical intervention.   (P11) 
Health to me is being free of disease and feeling well generally … and living a good quality 
life … one has to feel good and be generally well in all aspects of life to be healthy.   (P26) 
As is apparent in the excerpt above, participants who expressed this view of health tended 
to equate health with ‘feeling well’ in general. In their view, mental well-being is subsumed 
under the general meaning of health. Some participants raised the notion that mental illness 
worsens physical health and thus health cannot be defined without the consideration of mental 
well-being. 
However, one general practitioner warned about “unreasonably expanding the definition 
of health”. In what can be seen as a distinct narrative, he argued that for the definition of health 
to be of practical utility, it should take into consideration the resources available for, and the 
extent of responsibilities of, the health care system. He strongly argued against what he described 
as “expanding the definition of health” to include areas or activities beyond the scope of the 
institutional health care providers’ responsibility. He said, 
We should be careful with expanding the definition of health too much … not to end up with a 
very loose definition of health that includes everything. […] The definition of health should be 
context-dependent. One appropriate context in which to define health is the context of the 
health care system’s responsibilities. Expanding the definition too much would place 
additional burdens on the health care system. (P15) 
This narrative seems to be more concerned with the practical utility of defining health: 
what is the practical value of defining health if the defined areas lie outside the scope of 
responsibility of the health care provider? Such a view appears to equate defining health with the 
extent of responsibilities and duties of the health care provider and rejects the notion of 
mismatch between the definition and practice. According to this ‘utilitarian’ definition, health is 
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what the health care system ought to care for and therefore including additional elements that the 
health system ought not to provide care for to the definition of health would be meaningless. 
Rather than defining health in terms that remain largely in the theoretical realm—such as ‘fitness 
for work’ or ‘being free from disease’—this narrative attempts to provide a definition for health 
that is relevant to the practical realm; it attempts to define health pragmatically as what the health 
care service can afford to provide. 
Another key narrative that recurred in some of the interviews was of health as a ‘divine 
blessing’. In this narrative, health and illness were characterised as the will of a deity or some 
other supernatural entity.  
[Health] is a great blessing given to us by God … and God can take it back whenever he 
wants. (P39, a health care user) 
[Illness] is sometimes a reminder from God … a reminder that good health is a real blessing 
from God … the biggest blessing one can ask for … and that we should be always grateful for 
God’s blessings. We often overlook the blessings of God until God takes them away. (P6, a 
health care user) 
Some participants held that even response to medical treatment is determined by God—
perhaps reflecting the dominance of religious beliefs in the Kuwaiti society: it is God who heals, 
not man. 
Allah knows what is best for us than we do and give it to us in the time he desires … regardless 
of what we desire.  (P32) 
The only physician to express this view explained, 
What we do as doctors is merely using our knowledge … and trusting God’s power. […] We 
are simply instruments of God.  […] Doctors do what they know and what they can … the rest 
is upon God’s will … it is God who heals.  (P18) 
This view of health reflects the dominance of cultural values of the Kuwaiti society 
which draw from a range of influences including religion. Religious beliefs do not seem to be 
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limited to the lay person but, rather, appear to be embraced even by health care professionals. 
Health care professionals who can be regarded as having their own subculture—with its ways of 
looking at the world, its social hierarchies, and its empirically based conceptualisations of health 
and illness—are influenced by the views of the society at large (Helman, 2007), suggesting that 
the dominant cultural value system influences several aspects of human behaviour, including 
professional medical practice. 
 The excerpt above demonstrates how—at least for some clinicians—the notion of ‘God’s 
will’ pervades (or invades) aspects of medical care; the perceived effectiveness of health care 
seems to be strongly tied to whether response to treatment is within God’s plan or will. The 
concept of divine will is a central concept in Islamic theology. Muslims are instructed in the 
Quran never to speak of the future without also speaking of God’s will: 
And never say of anything, “I will do that tomorrow”. Except [when adding], “If Allah wills”. 
(Quran 18:23-24) 
This view of health appears to draw much on the teachings of Islam, which views health 
generally—like all other ‘good things’—as gifts from God. Health, for example, is seen as a 
blessing that God has bestowed upon the healthy. The dominance of religious beliefs and 
conservative traditional values has important consequences for the quality of care provided in 
Kuwait. Participants reported that there are several powerful social stigmas in the Kuwaiti 
society that deter individuals from seeking medical care for particular conditions, including 
mental disorders, substance abuse, and sexually-transmitted diseases. A Kuwaiti woman in her 
fifties provided this account: 
Seeking care for, or even just reporting symptoms of, mental illness are [unacceptable] … 
likewise, alcohol-related problems are strong taboos […]. The biggest taboo is undoubtedly 
associated with [sexually-transmitted diseases] … sufferers choose to self-treat […] sometimes 
with medicines purchased [without a] prescription or to seek care at private clinics …  (P13) 
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She explained that a great fear for individuals in the society in Kuwait is being 
stigmatised or associated with an unwanted characteristic in the eyes of their fellow social group 
members: 
[People’s] main concern is how the society will see them when they have these health 
problems … or when they’re labelled as ‘mental patient’ or a case of ‘sexual infection’. This 
concern is deserved given the small size of the Kuwaiti society.  (P13) 
This perspective shows, among other things, how powerful these social stigmas are, 
which reflect the dominance of religious and conservative values in the Kuwaiti society. Other 
participants reported that some Kuwaiti patients prefer to seek care from foreign doctors for 
conditions like mental disorders and sexually-transmitted infections, as they feel more 
stigmatised disclosing symptoms of such conditions to a fellow citizen. 
Furthermore, another narrative that appears to be closely intertwined with, and dependent 
upon, the view of health as a divine blessing was of health as a state of ‘balance’. This view was 
presented by one participant, a teacher by background. She said, 
We can define health in purely scientific terms … but this definition would be too narrow. 
Health means more than just physical abnormalities within our bodies … we can define it 
broadly as having a balanced and a positive relationship between the different areas of our 
lives … between the different [organs] in our bodies, between one person and another, and 
with the whole world and God … Think about it … having a negative relationship with God, 
husband, or friend affects other areas of one’s life … and vice versa. […] The key is in balance 
and moderation … ‘no excess and no negligence’. […] Of course with modern science we 
know a lot about our bodies but there’s still so much that we don’t know and will never know. 
(P37) 
This view appears to place a strong emphasis on the notion of ‘balance’—between the 
different areas of one’s health, physical, mental, social, and spiritual: promoting one area at the 
expense of others would result in a dysfunction of the neglected area which would manifest as 
illness. In this regard, this view appears to be in an overall agreement with the World Health 
Organization’s definition of health which sees health as much more than just the absence of 
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unpleasant physical symptoms; according to the World Health Organization, health is “a state of 
complete physical, mental, and social well-being and not merely the absence of disease or 
infirmity” (World Health Organization, 1948). 
This view of health as a balance—like the view of health as a divine gift—also draws 
greatly on the teachings of Islam. The notion of ‘balance’ or ‘moderation’ is also central to the 
Islamic faith as can be seen from Islamic teachings: 
Thus, we have made you a moderate nation. (Quran 2:143) 
As is apparent in the quote above, these culturally-specific definitions of health—as a 
divine gift or as a balance—do not appear to reject completely the culture-free view of health. 
The view of health as entailing cultural elements, such as religious beliefs, traditions, and social 
values, while at the same time accepting modern science-led medicine as a means of healing 
appears to attempt to reconcile between the objective, culture-free view of health commonly held 
by medical professionals and the holistic, value-laden view that emphasises, in addition to 
physical health, on other areas of health, such as mental health, social health, and spiritual health. 
This view does not completely reject the value-free (or scientific) definition of health but seems 
to recognise that human knowledge, while great in extent, is limited, and holds that one therefore 
should make use of the ‘knowledge’ revealed to humankind by divine intervention through 
sacred texts and transmitted by the clergy. Therefore, in effect, this view puts more emphasis on 
the cultural, social, and spiritual aspects of health. 
The need to reconcile the two contrasting, and potentially conflicting, belief systems (the 
scientific and the spiritual) on the meaning of health is likely due to the high cost or perceived 
stigma associated with rejection of either one. On one hand, rejecting the secular or scientific 
viewpoint, especially for a health care professional, would essentially disenfranchise them. On 
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the other hand, rejecting the dominant religious viewpoint, at least openly, is highly stigmatised. 
This may not be surprising in a collectivist culture where conformism is the expected norm 
(Smith & Bond, 1993; Bond & Smith, 1996; Kim & Markus, 1999). 
This way of looking at health and the process of illness—which attempts to interpret 
patterns of illness, offer explanations of ill health, and cast a personal and social meaning to the 
experience of illness—has been termed the explanatory model (Kleinman, 1980). Explanatory 
models are culturally determined interpretations of illness that draw on social and cultural 
constructions to provide explanations for aspects of illness, including its aetiology, 
pathophysiology, course and response to treatment. According to Kleinman (1980), these 
explanatory models are thought up in response to a particular episode of illness and are distinct 
from the general beliefs of illness held by the society; they are thus heavily influenced by 
personal and cultural experiences. These notions about a particular episode of illness are 
employed by both laypeople and health care professionals alike—even though their views may 
differ widely due to the differing backgrounds and personal experiences. Expectedly, differences 
in educational and cultural backgrounds and experiences result in different understandings of the 
physiology of the body and therefore different interpretations of a particular illness episode, 
especially in terms of its aetiology, symptomatology, and treatment (Kleinman, 1980; Coreil, 
2008; 2010). 
6.3. Responsibility	  for	  One’s	  Health	  
In general, there appears to be a dichotomy between the clinicians’ and managers’ view on the 
formal health care system’s responsibility for one’s health, on one hand, and the views of health 
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care users, on the other. Several clinicians and managers emphasised the individual patient’s 
responsibility for their own health. 
[The] locus of responsibility for the patient’s health lies with the patient himself … the health 
care system’s responsibility is secondary to the patient’s primary responsibility to care for 
themselves … and to avoid high risk behaviours in the first place. (P8, a clinician and 
manager) 
[The] health care system provides care for people according to their health needs … the 
system has a responsibility to provide care … but patients are responsible too … they are 
responsible firstly for avoiding health-risky behaviours and adopting a healthy lifestyle … and 
secondly, for cooperating with the doctor and complying with the doctor’s advice. (P17, a 
clinician) 
The view expressed by health care providers and managers alike assumes that while the 
health care system has a responsibility to provide care for those who need it. It assumes, 
however, that this responsibility is not exclusive to the system but shared with the individual. 
This view holds that the individual is primarily responsible for their own health. Several 
clinicians reported that health care users in Kuwait, in general, are either passive recipients of 
care who are not taking a role in their own health or are uncooperative or careless patients who 
fail or refuse to comply with the doctor’s treatment plan. 
A related point was made by a health care manager, a clinician by background, who 
argued that the individual patient’s responsibility for their own health also includes their 
cooperation with health care professionals—both during and after the clinical encounter. He 
argued that patient cooperation is especially important in primary care due to the ambulatory 
nature of primary care. He elaborated, 
Because of the [ambulatory] nature of primary care […] health care quality in primary care 
depends greatly on patient cooperation […]. [Patients] should cooperate with treatment 
recommendations … since [they] are treated on an outpatient basis [their] compliance at 
home is crucial to [the] success of treatment.  (P26, a health care manager) 
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This perspective was echoed by other health care managers and clinicians, some of whom 
argued that patients’ non-compliance or non-cooperation with primary care can be attributed to 
the way they perceive the primary care service and the extents of its role and responsibility. 
Furthermore, clinicians reported different views on the extent of the health care system’s 
responsibility for providing care. Most clinicians were of the view that the primary care service 
has a duty to provide care to meet the physical health needs of the population, but not the mental, 
emotional, social, spiritual, or other needs. Some argued that expanding the extent of the 
system’s duties and responsibilities, to include care for—for example—emotional and social 
needs, would place additional burdens on the system, which is already overburdened. Proponents 
of this view argued that the health care system has historically attended to the physical aspects of 
health—which are more visible and more clearly connected with institutional health care—and 
that there are other national bodies and institutions to which the responsibilities of providing 
emotional, social, and spiritual care and support have been (or should be) assigned. 
These areas [social and mental well-being] complement [physical] health … but it would be 
unreasonable to include them to the existing burdens of the system.  (P15, a clinician) 
Mental and social wellness are also part of health … but [the primary care service] classically 
deals with the physical aspects of health and disease … mental health and social health have 
to be taken care of, sure, but not by the [primary care] service.  (P11, a clinician) 
Another view expressed by clinicians was that the various elements of health—physical, 
mental, and social—are all interrelated and interdependent; illness or disturbance in one area 
affects the others. Therefore, all aspects of health should be addressed by the primary care 
physician; primary care should provide holistic care that addresses the physical, mental, and 
social elements of the patient’s health, especially that it is the first point of contact individuals 
have with the health care system. 
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These views on the extent of the system’s responsibility to provide care for the 
individual’s health appear to be directly—and heavily—influenced by participants’ views on the 
meanings of health presented earlier. It appears that the perceptions and beliefs held by an 
individual (whether a health care user or provider) on the meanings of health and illness strongly 
influence their views of where the locus of responsibility for one’s health lies on the continuum 
between the individual person themselves, their family and society, the health care system, or a 
supernatural being—or on a combination of a few. This view is consistent with Helman’s (2007) 
argument that lay theories of illness causation can be placed in one (or a combination) of four 
sites: within the individual, in the natural world, in the social world, or in the supernatural world. 
The theories and understandings of a particular illness episode held by an individual (the 
individual’s explanatory model) also appear to impact their view on the extent of health care 
system’s duty to care for them in that episode. This is confirmed by previous research by Zola 
(1966; 1973) that has shown that reasons for seeking care vary from one person to another 
depending on how they (or others around them) perceive their ‘health’ problem and the extent to 
which it interferes with their lives. An individual’s perception of whether a particular symptom is 
abnormal and therefore requires medical intervention is influenced by their cultural background 
factors—including their ethnicity (Zola, 1966), socioeconomic status (Hackett et al., 1973), and 
how common the symptom is in their society (Zola, 1973). 
In this study several clinicians said there was a ‘popular’ perception that the state, 
represented by the health care system, is solely responsible for the welfare and health of the 
people and that patients in general are therefore over-demanding or ‘very difficult’.  
Many people wrongly assume that the whole burden of this responsibility rests on the health 
care system … you’d find them engaging in all sorts of health-damaging behaviours and then 
 
 150	  
seeking help from the health system … this is unreasonable … the state can’t provide 
everything for everyone from cradle to grave. (P8, a clinician and manager) 
Similarly, other clinicians and health care managers described demand for primary care 
services, in general, as inappropriately high and reported that it does not reflect the actual health 
needs of the population. 
6.4. Tensions	  in	  Doctor-­‐Patient	  Relations	  
One health care manager, a female middle-level manager at the district level, remarked,  
Our patients are over-demanding … current demand for [primary care] is unreasonably high 
… regardless of whether it is appropriately met by the system, the demand itself is 
inappropriate … and is not driven by true health needs.  (P35) 
This view, which was shared by several physicians, suggests that it is widely believed 
among health care providers and managers that the pattern of primary care utilisation is 
disproportionate to the actual health needs of the population. 
Quality is good … but patients are over-demanding … patients [in Kuwait] are unreasonably 
demanding …they treat primary care practices like shopping centres or boutiques which isn’t 
fair for the service and the service providers … our duties as primary care doctors are limited 
to certain tasks and do not extend to providing a white-glove spa service! (P15, a clinician) 
In general, many of the perspectives shared by health care providers were accusative of 
users. It has been pointed out in the literature that health care professionals tend to subscribe to 
the premise that there is simply a key element that once manipulated in the ‘right way’ the whole 
health care system would work as desirable. They tend to assume that this element, considered as 
the primary barrier to health care, lies within the target community, the health care users, rather 
than the system itself and its bureaucratic institutions (Foster, 1982; Coreil, 1990; Nichter, 1991; 
Helman, 2007). Scholars warn however that this “hopeful assumption” (Foster, 1982, p.193) is 
myopic and misleading (Foster, 1982; Nichter, 1991; Helman, 2007). 
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Several reasons for the high use of the primary care service were noted by participants. 
One reason that was reported was the ease with which patients can access the service—without 
the need for a prior appointment. One physician reported that patients, especially Kuwaiti 
patients, tend to visit primary care practices near and around public holidays so they can benefit 
from an extended time off work (by merging the public holiday break with the paid sick leave). 
This suggests that, on the whole and at least for Kuwaiti citizens, there are no significant barriers 
hindering or discouraging access to primary care service. 
Patients just walk in any time the practice is open … sometimes even on their way to the local 
supermarket.  (P1, a clinician) 
There is zero or near-zero out-of-pocket expense on the patient … patients use the service at 
no cost or obligation.  (P2, a clinician) 
These quotes suggest that there is no cost—monetary or otherwise—to the patient for 
seeing the primary care doctor, regardless of the reason for the visit and regardless of how trivial 
or negligible it may be. One clinician said that primary care physicians are seen by the 
community as “salaried state employees” who are “there to serve [the people] with anything 
health-related” (P2).  
Some physicians pointed out that the provision of medicines free of charge to users of 
primary care also drives up demand for the service.  
The most important driving force behind [the increased demand] is that medications are 
offered for free at in-practice pharmacies. […] There have been several reports of unused 
medications dispensed by the in-practice pharmacy found discarded in trash bins in or around 
the practice! Patients have nothing to lose. If they’re given medications they don’t want or 
don’t need, they’d simply just throw them away. (P15, a clinician) 
It is therefore thought that people find no barriers to seeing the doctor for any reason 
however trivial, especially that the primary care service is a walk-in service requiring no prior 
booking. This is consistent with Andersen’s (1995) model of health service use, which addresses 
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how the individual assesses the (perceived) benefits and costs of seeking care for a particular 
illness episode before deciding whether or not to use the health service. The model posits that 
upon making the decision, the individual takes into consideration the perceived seriousness of 
the illness, perceived need for health care, and accessibility of the health service, among other 
factors (Andersen, 1995). The model predicts that, ceteris paribus, increased access—as 
manifested by absence of perceived barriers to access—leads to increased health service use. 
Several clinicians and health care managers reported that there is a general tendency in 
the population to seek medical care (at institutional facilities) for minor conditions. One 
physician commented that most patients he sees seek care for minor symptoms that could be 
easily and successfully treated at home, without the need to see a professional health care 
practitioner. A similar remark was made by another physician: 
[Most] of our patients only need self-care or over-the-counter medicines. (P8, a clinician) 
As noted earlier, perspectives of clinicians in general appear to be accusative of health 
care users. Many clinicians seem to be sceptical or suspicious of the users’ motives for seeking 
care.  
Some clinicians described communication with patients in the surgery room as tense. 
They reported that it is not uncommon or unusual during these doctor-patient encounters for 
patients to argue with the clinician if they dislike or disagree with their medical decision. It was 
reported that patients in primary care routinely dispute medical treatment decisions made by 
clinicians. Often, it was reported, the patient’s own perception of medical need influences the 
actual medical decision made by the treating physician. One clinician said, 
[The] patient’s perception of need influences to a great extent the medical decision in the 
[doctor’s] surgery. […] Actually, there [is] a social stigma against denying [care] asked for 
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by the patient regardless of need. […] In practice, when a patient is denied a particular 
service, he can likely obtain it from another surgery, even in the same practice. That’s why 
doctors rarely deny care; they give care they know is inappropriate. (P2) 
Another clinician criticised some of his colleagues who, he claims, resort to sending 
inappropriate referrals to hospital specialist clinics to reduce or temporarily disperse the patient 
load. Some physicians, he said, “shamelessly identified that ‘the patient insisted’ as the reason 
for referral” (P1). This suggests that the balance of power in the doctor-patient relationship—
which normally is significantly in favour of the doctor (Johns, 2002; Helman, 2007)—is shifted 
towards the patient in practice. 
[Patients show] no regard for the doctor’s role or knowledge. Some patients even send their 
personal housemaids or chauffeurs with a prescription refill or a list of other requests. (P1) 
Some clinicians reported that patient disagreement over the doctor’s medical decision is 
much more likely to be voiced in culturally discordant clinical encounters where Kuwaiti 
patients deal with non-Kuwaiti physicians. They explained that non-Kuwaiti physicians 
generally try to avoid confrontations with Kuwaiti patients out of fear of losing their jobs or 
‘getting into trouble’. This suggests that among the factors that influence the interaction between 
lay and professional explanatory models, citizenship (of both the patient and the physician) is 
especially significant. 
On the other side of the health care equation, the patient side, many participants 
expressed concern about physicians ‘not listening’ properly to them during their time in the 
doctor’s surgery. Some users described experiences of not being given enough time in the 
surgery or of being cut off by the doctor during the consultation. One health care user, a 34-year-
old man from India, gave the following account of his experience: 
[Doctors] should listen to me and not pretend that they’d know what I am feeling or what I 
have to say … each case is unique … and doctors can’t know what I’m really feeling until I 
actually say it. […] A big problem here is that doctors don’t listen … or at least they don’t 
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seem to listen. […] Almost always, the doctor will have started writing down my treatment 
while I am still trying to fully explain what I feel.  (P19) 
Several health care users described similar experiences. Some of them commented on 
how they often feel rushed while at the doctor’s surgery. Users’ accounts were supported by one 
clinician who expressed a similar sentiment about some of his colleagues,  
[They] appear to be in a rush when they spend time with their patients at the surgery … and 
hence, don’t offer preventive care or health promotion advice.  (P1) 
In addition, some users spoke of physicians not providing proper patient education to 
them, not explaining their conditions or treatment clearly enough, or of sometimes belittling their 
questions. One health care user explained her dissatisfaction with the manner in which 
physicians perceive and communicate with patients. She said, 
Doctors are suspicious of patients or patients’ motives … young patients are always seen by 
doctors as lying until proven otherwise … they are always seen as lying to gain something … 
like a sick leave! […] Some doctors would interrupt the patient and so bluntly ask ‘how many 
days off work do you want?’ … This is rude and insulting! (P14) 
This account by a 29-year-old Kuwaiti woman concurs with accounts reported by 
physicians and suggests that the prejudices and preconceived notions held by several primary 
care physicians are in fact perceived by (at least by a subset of) health care users and are a source 
of concern for them. 
Several other participants made similar remarks that physicians never or very rarely 
provided patient education or health promotion advice. Some reported that physicians seldom 
provided satisfactory explanations about their patients’ conditions and seldom provided adequate 
answers to their patients’ questions. 
Doctors should actively educate their patients. … They should answer patients’ questions and 
provide simple and clear explanations that [patients] can understand. Not doing so enforces 
the misunderstandings many of the patients have about medical conditions. […] [The doctor] 
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shouldn’t give me the impression that my questions or requests are useless or time-
consuming …   (P13) 
In what can be regarded as their defence, a number of physicians raised concern that the 
high doctor’s patient load and the heavy burdens on the physician, in general, negatively impact 
the quality of care provided by primary care. One clinician described his experience of running a 
practice surgery as “working in a grocery store” (P1). Similar descriptions of primary care 
practices as ‘grocery stores’ have been provided by other physicians. 
Due to the nature of work in primary care … and the huge patient load we see every day, we 
are unable to ‘just listen’ to patients like therapists or social workers do … sometimes we have 
to lead the encounter, if you know what I mean.  (P10) 
With such a heavy patient load, [doctors] are unable to personally know every patient they see 
… and to know his medical and family histories … it is impossible and nobody expects us to do 
so in the current situation.  (P42) 
We’re  … almost always packed with patients … and even more patients are usually waiting in 
the waiting area … so we can’t provide patient education to each case at length … neither can 
we answer each and every one of their questions.   (P15) 
This suggests that the doctor-patient encounter—generally seen in the literature (Johns, 
2002; Helman, 2007) as an important window for patient education—is not well-managed or -
utilised by the doctor. Doctor-patient transactions are opportunities for medical professionals to 
mould erroneous or inaccurate patients’ explanatory models to fit with the medical model of 
disease (Johns, 2002; Helman, 2007). Findings from this study suggest that these valuable 
opportunities are often neglected by health care providers. 
As can be seen from the data there are issues with the balance of power between health 
care providers and users. The previous quotes demonstrate the hegemony of the dominant 
cultural values, norms, and ideas over the principles and methods of practising medicine. That is, 
contrary to the literature that affirms the inherent superiority of the professional explanatory 
models over the lay explanatory models during clinical encounters (Helman, 1981; 2007). 
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Participants’ accounts suggest that lay explanatory models often prevail during consultations. 
The ‘power’ vested by the community in medical professionals does not appear to be sufficient 
to overcome the enormous power that the community has also bestowed upon its deeply held 
beliefs and assumptions about health and illness—regardless of their source. Physicians’ refusal 
to provide care that they reasonably believe to be inappropriate to a patient who asks for it 
appears to be highly stigmatised. On the other hand, there appears to be no cost to the patient for 
disputing a decision made by a competent medical professional within the purview of medicine. 
That is, the balance of power in the doctor-patient relationship appears to be shifted toward the 
general public’s favour—often despite consensus among clinicians. This dominance of cultural 
values over scientific rationality could pose a significant challenge to providing high quality care 
and could threaten the very raison d'être of the primary care service. In other words, the 
professional sector of health care, which has its own ways of explaining and treating ill health—
that distinguishes it from the popular and folk sectors of health care (Kleinman, 1980; Helman, 
2007)—appears to be rendered less effective by the dominant cultural values of the society. 
Arguably, this hegemony of cultural beliefs and values challenging established medical 
practices and institutions might have been enabled, or at least assisted by, the collectivist values 
of the Kuwaiti culture. Research has repeatedly shown that members of collectivist cultures, of 
which Kuwait is one, show higher levels of conformity than those of individualist cultures 
(Smith & Bond, 1993; Bond & Smith, 1996; Kim & Markus, 1999). Members of collectivist 
cultures tend to identify themselves as members of social groups and place the interests of these 
groups—which are seen as the basic units of the society—before the rights of the individual 
(Hofstede, 1980a; 1984a; 1991; Kim & Markus, 1999). In collectivist societies, conformity is 
generally seen as essential for strengthening the social fabric and the social cohesion in the 
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society. It is not surprising therefore that these societies encourage conformity and tend to 
discourage deviance or dissent, which are seen as undermining the group (Smith & Bond, 1993; 
Kim & Markus, 1999). Collectivist societies typically reward conformists—with approval and 
social acceptance—and punish nonconformists—with social rejection and isolation (Gilbert et 
al., 1998). As evident in the quotes above, clinicians have often knowingly provided 
inappropriate care, possibly to avoid being seen as deviant or intransigent.  
6.5. Chapter	  Summary	  
This chapter has presented sub-themes related to participants’ beliefs and assumptions about the 
concept of health, what it is, and therefore who is responsible for promoting and sustaining it. A 
number of different views on the meaning of health were shared by the participants. These 
ranged from the functional definition of health—which viewed it essentially as fitness for 
purpose; to the utilitarian definition—which pragmatically saw health simply as what the health 
care service ought to provide; to the reductionist clinicians’ perspective which defined health as 
‘normal functioning’ of the body or basically the absence of disease; to the holistic concept of 
health—which defined it broadly as ‘balance’ between its interrelated physical, social, mental, 
emotional, and spiritual dimensions; to, finally, the view that health, like all other ‘good things’, 
is a gift from God and is largely in the realm of the divine. 
It is notable that several of these views or ideas of the concept of health appear to be 
strongly influenced by the traditional cultural values in Kuwait, which themselves draw from a 
range of traditions including religion. Some of these culture-centric views of health have been 
expressed by medical professionals; this demonstrates the hegemony of the dominant culture and 
values of the Kuwaiti society which seem to pervade even some aspects of medical practice. 
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Perhaps also reflecting the hegemony or pervasiveness of the traditional values of the society is 
the attempts by some participants to reconcile the, potentially conflicting, secular and traditional 
views of health—possibly due to the high cost (or stigma) of  rejecting either view. 
The chapter also presented the participants’ beliefs and assumptions regarding where the 
onus of responsibility for one’s health rests, which appear to be strongly influenced by their 
views on the meaning of health. In general, there was a dichotomy of views between health care 
providers and managers, on one hand, and health care users, on the other, on the extent of the 
individual’s (versus the health care system’s) responsibility for their own health. 
The tensions and the misunderstandings between doctors and patients have been 
discussed in this chapter. On one hand, health care providers claimed that users are abusing the 
service, while health care users, on the other hand, stated that health care providers ‘are not 
doing their duty’.  
The next chapter presents interviewees’ perceptions and attitudes towards primary care, 
the primary care service, and primary care professionals. 
  
 
 159	  
Chapter	  7	  
Findings	  II	  
7.1. Introduction	  
This chapter presents the findings of this study relating to participants’ beliefs and perceptions 
about and attitudes toward the primary care service. As was presented in the previous chapter, 
key health care stakeholders hold different and potentially conflicting views on the meanings of 
health and illness, and, therefore, where the locus of responsibility for caring for one’s health 
lies. While influencing general perceptions of primary care in Kuwait, such views appear to have 
also resulted in tensions between health care users and providers. 
The public image of the primary care service, primary care practices, and primary care 
professionals as well as public attitudes toward them are likely shaped by general beliefs and 
assumptions held by the society about health and how the primary care service should provide 
care for it. The beliefs and assumptions held by participants about what the primary care service 
ought to provide together with their assessment (or perception) of what the primary care service 
actually provides and how it provides may have a significant impact on the general perceptions 
of and attitudes toward the service. 
This chapter aims to contribute to the third research question of this study: 
3. Which cultural factors influence the stakeholders’ definitions of health care 
quality and how do these factors differ between the various stakeholders?  
The next sections present the participants’ perceptions about the primary care service—
from the general attitudes toward and trust in the service held by stakeholders, to whether or not 
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stakeholders perceive the primary care service as providing culturally competent care, to the 
primary care workers’ perceptions about the work environment in the primary care service. 
7.2. ‘Undervalued’	  and	  ‘Untrustworthy’	  
Several clinicians thought that the contemporary culture in Kuwait, in general, has a low regard 
for primary care (and primary care workers). Some clinicians revealed that they feel undervalued 
by the society at large. 
The culture of primary care is immature [in Kuwait] … the dominant culture here is a 
specialist culture that undervalues generalists … the role of family physicians is undervalued 
… as well as the role of primary care in general … (P2, a family practitioner) 
Not infrequently during the night shift or the after-hours, patients would visit the surgery for a 
‘sick leave’, or sometimes, for well person check-ups or for minor complaints like common 
cold. Some visit the surgery during night shifts for symptoms that have been present for quite a 
long time. (P1, a family practitioner) 
[The] patient’s perception of need influences to a great extent the medical decision […]. 
Theoretically, doctors can refuse [patient’s] requests if they don’t see them needed but in 
practice they don’t … for social reasons […]. Doctors who do [refuse these requests] are 
considered mean.  (P2) 
Furthermore, a number of clinicians in this study described how, sometimes, local people 
send their chauffeur or housemaid to the practice with a list of requests without them being 
present. They described how they, sometimes, feel like they are working in ‘a grocery store’ and 
that they are low-skilled pink-collar workers rather than health care professionals. Clinicians in 
this study emphasised the growing need for conducting government-sponsored, nation-wide, 
comprehensive awareness programmes to counter and dispel the various misconceptions and 
beliefs held by the general public about the primary care service. 
Additionally, several clinicians alleged that the contemporary society in Kuwait does not 
respect their professional autonomy, knowledge, or specialism. One clinician reported that it is 
 
 161	  
widely perceived by the public that primary care physicians are “doctors who haven’t undertaken 
any vocational training after completing medical school” (P1), which, he said, does not reflect 
the actual reality. Also, as described in Chapter 6, it is not uncommon or unusual for patients to 
argue with physicians if they disagree with their medical decision or if they are denied access to 
a particular health service that they want. This suggests that the society does not have a high 
regard for the professional role of primary care physicians; their professional autonomy; or their 
medical knowledge.  
Possible reasons for the low opinion the public holds of primary care can be drawn from 
the health care users’ accounts of primary care physicians. Several health care users reported that 
they believe that primary care physicians, in general, are less competent than their hospital 
specialist counterparts. Participants believed that many primary care physicians have not chosen 
primary care but were rather forced into it due to their clinical incompetence. Some participants 
thought that primary care physicians are essentially ‘bad doctors’ and this is the very reason they 
are in primary care; they are not ‘hospital quality’. They are, as one participant put it, “second-
class doctors” (P19). 
It was generally believed by many of the health care users that primary care physicians 
lack medical knowledge compared to their hospital specialist counterparts. Some participants 
reported that they feel primary care physicians are especially lacking in knowledge of newer 
evidence relating to the practice of medicine, including newer diagnostic and therapeutic options, 
and that they are lacking in knowledge regarding proper management of serious medical 
conditions—or real medical conditions as one participant termed them.  
I am not a doctor, but I think I know that [my primary care doctor] is not the best knowing 
doctor. I feel his knowledge is old … I mean outdated. Maybe there are new things out there he 
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doesn’t know […] I wouldn’t trust him if this was in a hospital setting, where knowledge of the 
latest about disease and treatment is important and critical.  (P20, a health care user) 
Primary care here is nothing. Everyone knows it is only good as a channel for treating trivial 
conditions … and for getting referrals for the ‘real’ medical conditions.   (P14, a health care 
user) 
One young Kuwaiti woman said she believed that primary care physicians ‘experiment’ 
on patients by trying new drugs or combinations of drugs.  
These perspectives seem to draw a strong distinction in terms of staff competence 
between primary care and other levels of care—not necessarily to commend or endorse other 
levels of care but more to inveigh against the primary care service. The service was excessively 
criticised as unsuitable for managing ‘real’ or serious medical conditions.  
In addition, it is also generally believed that many primary care physicians chose the field 
of primary care for lifestyle reasons rather than truly for reasons of professional aspiration. Many 
participants thought that primary care physicians only chose the field of primary care to avoid 
the long working hours and the demanding environment of the hospital. 
[Primary care physicians] chose primary care to avoid the work nature and hours of the 
hospital  … they didn’t choose it because they like the field … they just chose it because they 
want a more comfortable work.  (P27, a health care user) 
[Primary care physicians] chose a relaxed lifestyle and a comfortable environment from the 
very beginning of their career, so it isn’t surprising that they’re just being lazy and careless, 
they’re ‘getting comfy’ here …  (P14, a health care user) 
Furthermore, many participants thought that health care workers in the primary care 
service, in general, are negligent and unprofessional. One participant thought that lack of 
professionalism among most primary care workers stems from the very reason that they chose 
primary care as a career: they deliberately chose a comfortable work environment. She attributed 
negligence and lack of professionalism among them to their lack of discipline and moral 
integrity—rather than to improper training: 
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I don’t think it is education or training, it is their attitude and how they, themselves, view their 
job, their profession, how they view primary care and their patients. It revolves around how 
they see themselves compared to their hospital colleagues […] it all goes down to their 
morals: good doctors work selflessly, diligently, and with dedication even with no supervision; 
bad doctors just don’t, they lack dedication and discipline.  (P14, a health care user) 
These perspectives from health care users were echoed by a senior practice manager, a 
63-year-old male who is a clinician by background. He reported that many junior physicians, 
after their internships, work in the field of primary care on a temporary basis, as a period of 
lighter workload, until they decide on a career path. He said, 
Many junior doctors—fresh out of internship and before joining a residency programme—join 
our practice and work here for a year or so until they make up their mind on a medical 
specialty, or sometimes until residency programme openings … we understand this, we can’t 
expect these ‘temporary doctors’ during this short period to learn about family medicine or 
primary care … especially that they chose primary care, and not any other setting, because 
they feel that the workload is lighter here. So in reality they consider this a period of 
convalescence after medical school … or a period of rest until their ‘real career’ begins.  
(P25, a health care manager) 
This suggests that the primary care service is viewed—even by physicians—as less ‘real’ 
a medical setting than hospitals. Such lack of trust in the primary care service, as was reported by 
several health care users and acknowledged by several primary care workers, is demonstrated 
aptly in the following quotes. 
Many Kuwaitis only use primary care to get ‘sick leave’ notes. They don’t trust primary care 
even with the smallest stuff, they don’t trust the medicines provided by primary care.  (P11) 
Most people don’t trust the primary care service … Many people perceive primary care as a 
warehouse or a place to top-up their household stocks of medicine … or in many cases a place 
to get ‘sick leave’ reports.  (P23, a primary care nurse) 
The lack of trust in primary care was not only expressed by health care users but also 
shared by the top leadership and senior executives at the Ministry of Health. Several physicians 
noted that the senior management at the ministry does not trust primary care physicians with 
resource-intensive diagnostic and therapeutic modalities. 
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We can’t directly request costly and high-tech investigations like CT and MRI. Cases that 
require these procedures must be referred to a hospital specialist who’d decide the whether a 
scan is appropriate …  (P1) 
Not all treatments are available here. There are restrictions on primary care doctors. We can’t 
prescribe certain meds or request certain tests.   (P10) 
One physician held that the lack of trust came from many years of poor experiences and 
adverse events that patients had with the system, and that for the system to gain the public’s trust 
it must first deserve this trust. 
The public mistrust in primary care has developed over the past three decades, during which 
time the ministry focused on hospital and specialist care … and largely neglected primary 
care, which emphasises prevention and health promotion. […] What has accumulated over 
several decades can’t be fixed overnight.  (P2) 
This account appears to attempt to justify the widespread lack of trust in the primary care 
service that, according to the physician, is the fruit of decades of failures and poor experiences. 
That is, the widespread lack of trust in the primary care service is not irrational or illogical but, 
according to P2, is reflective of the lack of priority it has been afforded by government policy. 
7.3. Gender	  Issues	  
The primary care service in Kuwait has a disproportionate percentage of women doctors (Al-
Jarallah & Moussa, 2002; 2003; Al-Jarallah, 2008; Al-Jarallah et al., 2010), which may be a 
factor in respect of the low regard in which the service appears to be held. Participants in this 
study reported that, generally, women doctors are effectively compelled to choose family 
medicine because often have very few choices of medical career readily and practically available 
to them. Family medicine is often the most convenient for a variety of social reasons including, 
importantly, the availability of training programmes locally—since the prospect of women 
training and living abroad for extended periods is not socially acceptable in the conservative 
Kuwaiti society (Al-Jarallah & Moussa, 2003; Premadasa & Al-Jarallah, 2007; Al-Jarallah et al., 
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2010). Many Kuwaiti families are reluctant to allow their female family members to be trained 
abroad unless they are accompanied by an adult male family member (Al-Jarallah & Moussa, 
2003). Kuwaiti women, in general, are more vulnerable to family pressure than men; women 
doctors are no exception (Al-Jarallah & Moussa, 2003; Premadasa & Al-Jarallah, 2007). In 
addition, the relatively low likelihood of being called for emergency duties at irregular hours that 
characterises primary care makes it an especially desirable setting for many female physicians. 
Previous research has shown that Kuwaiti female physicians tend to choose work settings that 
offer ‘controllable lifestyle’, such as family medicine. Arguably, such a work setting provides 
female physicians with the ability to select an acceptable work schedule and to accommodate 
other responsibilities they might have towards their families (Osler, 1991; Abyad et al., 2007; 
Premadasa & Al-Jarallah, 2007). 
Many female doctors come to family medicine for social reasons … in many cases family 
medicine is in a way their only choice of career … they’re cornered into it … they can’t go 
abroad [for training], they can’t work nights, and they can’t work far from home. […] Most 
[female family doctors] are married and have children so the work environment of the hospital 
isn’t their ideal work setting.  (P38) 
This quote confirms findings by previous research (Al-Jarallah & Moussa, 2003; 
Premadasa & Al-Jarallah, 2007) and indicates that there are gender-related social and cultural 
factors that practically make it difficult for female clinicians to pursue a career in certain medical 
specialties. Working near home in a residential neighbourhood, having flexible and controllable 
work schedules, having limited mainly day-time work hours and minimal night duties all make 
primary care especially convenient a career for female physicians. That is, primary care makes 
for a female physician-friendly work environment. 
The quote also reflects the important gender division within the Kuwaiti society. Even 
though legal restrictions play a significantly smaller role today than they did in the past (Crystal, 
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1992; Al-Suwaihel, 2009; O'Shea & Spilling, 2010), customs and social norms still play a major 
role in directing or limiting career options for female physicians, and women in general, in the 
Kuwaiti society (Crystal, 1992). Many of the social norms in Kuwait derive from the views of 
patriarchy, in which women are assumed to be in need of men’s protection and supervision 
(Tétreault & al-Mughni, 1995; Johnson, 2005); paternalism, in which the autonomy or freedom 
of the subordinate is limited for their supposed own good (Ali, 1996; Al-Moosa et al., 2003); and 
Islamic complementarianism, which espouses that men and women should have different roles. 
It is not clear whether the disproportionate percentage of female physicians in the 
primary care service is related to the general lack of trust and respect felt and reported by several 
primary care physicians. In addition to the points reported in the previous section, the widespread 
lack of trust can be, in part, attributed to the fact that the primary care service is provided by a 
predominantly women workforce. The literature has shown that primary care is increasingly 
becoming the first choice for female physicians in Kuwait (Al-Jarallah & Moussa, 2003; Al-
Baho & Serour, 2007; Premadasa & Al-Jarallah, 2007). 
7.4. Cultural	  Suitability	  
Participants highlighted that the culture in Kuwait places a particular importance on a number of 
values relevant to the health care setting, namely, privacy, dignity, and respect. Individuals from 
Arab societies, in general, tend to emphasise the importance of traditional values such as privacy, 
modesty, and a preference for same-gender physicians (Lipson & Meleis, 1983; Meleis & La 
Fever, 1984; Hammoud et al., 2005; Yosef, 2008). One practice manager said, 
[Emergencies] are relatively uncommon in primary care … our clients in most cases are 
ambulatory … and present with common conditions … because of this, it is even more 
important in primary care than in other health care settings that the provider deals with the 
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patient as a human being … and in a culturally suitable manner … values like human dignity 
and respect … and privacy are extremely important … especially in our conservative and 
religious culture. (P26, a health care manager) 
This is consistent with Donabedian’s (1980b) observation that patients with acute or 
severe illnesses tend to value different components of care, for example, clinical competence, 
than patients with mild or stable chronic illnesses, where improvement tends to be little or slow. 
This latter group of patients may, for example, value complementary components or amenities of 
care (Donabedian, 1980b). 
On the whole, there was a general agreement among participants that care provided in the 
primary care sector is culturally acceptable. One health care user, a Kuwaiti woman, said, 
Care provided here is culturally acceptable … even (emphasis added) foreign doctors know 
and respect our cultures [in Kuwait] and abide by our norms and values … care and the way it 
is delivered conform to our culture. (P13, a health care user) 
While suggesting that care provided by primary care practitioners is generally deemed to 
be culturally acceptable by local people, this perspective also shows clearly the immensity of the 
traditional division between Kuwaiti citizens and foreigners in the Kuwaiti society. In this 
perspective, there is a sharp distinction between local people, who to a large extent share the 
same cultural values, and foreigners, whom appear to be largely viewed as the ‘others’. 
Furthermore, the previous quote appears to view prescriptively a particular set of beliefs and 
values that is dominant in the Kuwaiti society as normative and assumes that individuals foreign 
or alien to that set are required to comply with it. Additionally, this perspective suggests that 
Kuwaitis share one homogeneous culture, which is likely to be an oversimplification. 
The assumption that Kuwaitis share a homogenous culture that is the standard or 
accepted form culture to which health care should conform makes the primary care service 
institutionally discriminatory. That is, to provide care in a certain way that is suitable to a small 
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subset of health care users but not necessarily to others is by itself a form of institutional 
discrimination that will likely have an impact on the quality of care provided to those concerned. 
Participants’ experiences relating to institutional discrimination will be discussed in Chapter 8. 
Moreover, to the issue of cultural suitability of care, one participant argued that much of 
the knowledge about the culture in Kuwait lies within the realm of ‘common knowledge’ and 
may, hence, be inaccurate. He said, 
[Much] of what we think we know we know [sic] about our culture comes from common 
knowledge and everyday experience … we know what we know because we have lived [in 
Kuwait] for significant period of time … and because we were trained here … and have been 
working in the system for a long time … so we can’t expect providers from other cultures to 
provide culturally suitable care ‘out-of-the-box’ … we can’t expect them to instantly have this 
knowledge about our culture, that we had learned as locals … especially that this knowledge 
only exists in our minds … I mean, it isn’t based on any evidence … so it could well be that 
[what] we think we know about our culture is inaccurate, biased, or even completely false … 
(P26, a health care manager) 
He also noted that it is difficult for health care practitioners, alien to the local culture in 
Kuwait to learn about it due to the lack of any documentation on the subject in common 
broadcast media such as film and television, as is the case with the film industry in the West for 
instance. 
Another reason that makes knowledge about Kuwaiti culture virtually unavailable to 
foreigners is the sharp divide between Kuwaiti nationals and foreigners (Crystal, 1992; 
Kapiszewski, 2004; 2006). There are numerous tensions between nationals and foreigners in 
Kuwait. In general, many nationals feel mistrust of or detachment from non-nationals—
especially non-Gulf Arabs (Birks & Sinclair, 1980; Kapiszewski, 2004; 2006). The general 
perception among Kuwaiti nationals is that expatriates—especially those that are poorly 
educated or poorly skilled—come only to take their money and leave (Alessa, 1981; 
Kapiszewski, 2004; 2006), and thus are perceived as a “necessary evil” (Brochmann, 1993, 
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p.47). At the same time, many non-nationals often feel perceived by Kuwaiti nationals as 
disloyal to their hosts. Many feel that Kuwaiti nationals often act out of prejudice and 
stereotypical views against them (Kapiszewski, 2004; 2006). Kuwaiti nationals’ attitudes 
towards non-nationals are generally negative. According to Salame (1988), themes of 
exploitation, greed, arrogance, and discrimination often surface in the discourse of non-nationals 
about their personal experiences in the Gulf States. Furthermore, according to a recent report by 
the World Economic Forum, the score for the attitude of the Kuwaiti population toward 
foreigners was one of the lowest of 140 populations featured in the report (Blanke & Chiesa, 
2013). Nationals of Kuwait—and of the Gulf Arab nations in general—are notoriously known 
for separating themselves, socially and culturally, from non-nationals (Crystal, 1992; 
Kapiszewski, 2006). For these reasons, knowledge about the culture of the local people in 
Kuwait may be exceptionally difficult for foreign workers to learn. 
Contrary to the perception of a shared homogenous culture, one health care manager 
commented on the need to provide a service that is responsive to diverse cultures: 
The community [in Kuwait] is greatly diverse in terms of the various cultural groups and 
ethnic minorities that live and work here and get health care from here. In most cases the 
doctor providing care is from a different cultural background than the patient’s. So even local 
doctors should have at least a minimal knowledge of the needs or preferences of the various 
cultural ethnicities, what suits them, and whatnots, to be able to offer a culturally competent 
service. (P26, a health care manager) 
Providing culturally competent care could, therefore, be a challenging task given that a 
considerable proportion of clinical care delivery takes place within culturally discordant doctor-
patient relationships. 
The problem of providing culturally incompetent care to minority groups is further 
compounded by the fact that the primary care physician acts as the gatekeeper to more 
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specialised hospital care. This makes the responsibility of the primary care provider to improve 
their sensitivity to the cultural beliefs, expectations, and practices of their patients, especially 
from minority groups, more challenging and more important. 
Another facet of the problem is that the interests of minority groups, especially non-
Arabs, are not voiced. According to Betancourt et al. (2003), the lack of cultural diversity at the 
policy-making level often results in policies and procedures inappropriately designed to serve the 
health care needs of socially and culturally diverse populations. A report by the Ministry of 
Health (2012) showed that physicians from the Indian subcontinent—whose nationals make up 
around half the country’s population (al-Jasser, 2012)—constitute less than one-tenth of the 
nation’s physician workforce (Ministry of Health, 2012). The next section goes on to describe 
how such matters have important consequences for the working lives of primary care physicians. 
7.5. Work	  Environment	  
Several clinicians and managers shared their perspectives on the nature of their workplace 
relationships and on their workplace environment in general. A number of them stressed the 
importance of a healthy work environment for health care providers. One participant, a practice 
manager, described the importance of improving and maintaining positive staff morale and 
healthy work climate: 
To me doctors’ morale is extremely important … both for the long-term performance of our 
team and for the quality of the service we provide as a whole. Our aim is to always maintain a 
positive and positive work environment … one that our employees would find stress-free. […] 
We hold weekly staff meetings for the doctors … we also hold journal clubs meetings once a 
month … we occasionally organise events and social activities for our medical team. … We 
aim to create a work environment that is enjoyable for our staff. (P9, a health care manager) 
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He believed that periodic staff meetings are beneficial for improving intra-professional 
relationships and cohesiveness. He put great emphasis on positive relationships among health 
care workers as a means of achieving a healthy work environment. He thought that having a 
positive professional relationship with one’s colleagues helps reduce work-related stress and 
drives up employee morale, satisfaction, and motivation. Another participant, a practice 
manager, provided a similar perspective. He said, 
Positive relations between doctors improve the work climate within the practice and 
essentially add flexibility. […] From my experience, most workplace conflicts between doctors 
arise from disagreements on the shift-work schedules … usually their perceptions of the 
fairness of the shift-work schedule. We try to distribute the shifts between doctors fairly but 
flexibility and friendly relations between them is often more important. (P26, a health care 
manager) 
A third practice manager shared a similar account: 
We host a number of activities throughout the year … scientific activities and social activities. 
Also, for our permanent doctors, we hold a monthly meeting where we usually have one of our 
doctors present a lecture on a topic relevant to primary care … these meetings make a 
valuable opportunity for our doctors to socialise with each other especially that they can’t 
usually afford such a chance during their rostered shifts. (P25, a health care manager) 
He believed that periodic staff meetings are beneficial for improving intra-professional 
relationships and cohesiveness. One clinician, a veteran physician with more than 20 years of 
experience at his practice, provided a lengthy comment on the importance of the work ethic and 
work environment in primary care. He said, 
I have had and maintained good, positive and professional relationships with so many of my 
patients over these years … also, a very good relationship with my colleagues … doctors, 
pharmacists, receptionists … I’m almost friends with everyone here […] I don’t mind working 
everyday, honestly […] I think of my colleagues as my family … and I really like the easy-
going and lenient way in which we deal with each other. (P18) 
However, despite the emphasis placed on intra-professional relations, the medical body in 
the primary care service is not without its divisions, as several clinicians reported. One major 
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division is between Kuwaiti physicians and non-Kuwaiti physicians, mainly from Egypt. One 
physician from Egypt shared his perspective on this division: 
Did you know that Kuwaiti doctors earn around three times as much as other doctors? I 
understand that they’re nationals employed by their government but this huge discrepancy is 
certainly unfair … we feel unfairly disadvantaged … especially that we do the same work … 
actually many times much more … plus, we’re usually allocated to [practices] that are very 
crowded … yet we receive less than half … this is unfair. You can imagine how this impacts 
our motivation and morale. (P15) 
This perspective suggests that there is a great deal of tension about pay equity (or lack 
thereof) between Kuwaiti and non-Kuwaiti physicians—at least in the latter’s minds. This 
perspective was shared only by one participant, it is likely shared by other non-Kuwaiti 
physicians who might have preferred not to disclose their opinion on this matter to the 
interviewer, who himself is a Kuwaiti physician. One practice manager reported that non-
Kuwaiti Arab physicians working at his practice have once in a while collectively made petitions 
asking for a raise. He reported that these petitions never asked for equal pay as Kuwaiti 
physicians, but only for a pay raise not particularly pegged to Kuwaiti physicians’ pay. 
In addition, the same physician added that physicians’ career promotion scheme makes 
moving up the grades almost impossible to achieve for non-Kuwaiti primary care physicians. He 
reported that unlike their Kuwaiti counterparts, non-Kuwaiti physicians in practice are capped at 
a particular grade. 
Our promotions are extremely difficult … unlike those of Kuwaiti doctors … it isn’t uncommon 
that young Kuwaitis move up the ranks and outpace their non-Kuwaiti colleagues … actually 
this is the norm here. I’ve been in [the primary care service] for nearly 10 years and have seen 
many younger Kuwaiti doctors outrank me in a few years … I’m not surprised because these 
aren’t rare occurrences … but I and many others feel unfairly discriminated against … it isn’t 
fair. (P15) 
This non-Kuwaiti physician’s account demonstrates the tension and the perception of 
being unfairly discriminated against at work as a group. This perception could have a negative 
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impact on the physician’s performance and quality of care they provide. The negative effects of 
perceived workplace discrimination on work-related attitudes and behaviours of the employee 
are well documented in the literature. Studies have shown that perceived discrimination 
contributes to decreased job satisfaction, decreased organisational commitment, and higher levels 
of work-related stress (Valentine et al., 1999; Ensher et al., 2001; Deitch et al., 2003). In 
addition, there is evidence that a physician’s perception of discrimination in their workplace—
whether having an objective basis or not—can ultimately affect the quality of patient care 
(Coombs & King, 2005; Rothenberg, 2013). Moreover, there is evidence that having a two-tier 
promotional system whereby workers perceive they have unequal opportunities as their 
colleagues can decrease their job satisfaction and eventually affect patient care (Coombs & King, 
2005). 
There are divisions, it was reported, even among Kuwaiti physicians in the primary care 
service. A major dividing issue among Kuwaiti physicians is that of favouritism, nepotism, and 
cronyism plaguing the entire public sector, including the health care service. A number of 
participants reported that these preferential treatment practices are prevalent throughout the 
health care system and, in many cases, are the norm rather than the exception. Participants 
reported that they are especially rampant in promotion and selection for leadership and 
supervisory positions in the health care service. One participant, a clinician, said, 
Almost anything can be achieved through wasta … it’s the norm not the exception … that’s 
why people here diligently invest in their wastas … someone in a position of authority would 
typically offer favours to those around him so he can ask them favours should he need later … 
it’s a vicious circle … I offer someone a favour, they’re expected to pay back … it even makes 
asking them for favours less uncomfortable that they’re owed.  (P2) 
Another participant, a health care manager, said, 
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Directors and [senior] managers know that their position authority won’t last forever … but 
their needs or those of their dependents will …whether in the ministry of health or elsewhere 
… so they’d build up their ‘vitamin O’ stock while they can … you know, saving for the rainy 
day.  (P36) 
The term ‘vitamin O’ is a colloquial expression used by some Arabic speakers to describe 
the significance of wasta in everyday life—where the letter O corresponds to the Arabic letter 
wāw with which the Arabic word wasta begins. The term implies that wasta is as essential as 
vitamins for the human body. 
The above quotes suggest that the entire health care service is plagued by wasta. This 
finding has been supported repeatedly in the literature (Cunningham & Sarayrah, 1993; 1994; 
Shah et al., 1996b; Kilani & Sakijha, 2002; Budhwar & Mellahi, 2006; Zaqqa, 2006; Al Suwaidi, 
2008; Mohamed & Mohamad, 2011). As well, there is some evidence to suggest that there is 
some link between wasta and collectivist values. In contrast to individualist societies, collectivist 
societies, like Kuwait, generally place high value on the group—be it family, clan, tribe, ethnic 
or religious group. Devotion, loyalty, and conformity to the group are strongly emphasised, as 
well as cooperation between in-group members and attending to their needs (Cunningham & 
Sarayrah, 1993; 1994; Weir, 2003; Al Suwaidi, 2008; Brent & Lewis, 2013). It may not be 
surprising therefore that in-group favouritism is more common in collectivist cultures as 
compared with individualist cultures (Yamagishi et al., 1998). It was also reported in the 
literature that practices of in-group favouritism or wasta are usually associated with expectations 
of reciprocity among—but not extending beyond—in-group members (Yamagishi et al., 1998). 
Another type of division in the body of primary care medical professionals was reported. 
One participant, a clinician, described groupings of physicians, usually of the same ethnic 
backgrounds, each of which would function effectively as a group to lobby for the work-related 
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interests of its members. These groups of physicians have no formal internal structure, he 
reported, but are usually led by a senior or a more veteran physician within each group. 
I always see the system here as groups of doctors like ‘gangs’ or ‘tribes’ each with their own 
practices and interests … for example you’d see an Egyptian group, a Syrian group, a 
Pakistani group, another Egyptian group, and so on. […] They’d advocate the interests of 
their [members] … things like making the work roster, assigning surgery rooms to particular 
doctors, or shifting tasks like organising social events and lecture days to particular doctors. 
[…] Some of these groups are more influential than others … for example some groups are 
very close to the [practice] manager … and sometimes there are rivalries between the groups. 
(P16) 
This perspective too suggests that there is a great deal of tension between primary care 
physicians (or groups of physicians). It is worth noting that this perspective was shared only by 
one participant, a physician, about the case at particular primary care practice and may not 
necessarily reflect the case at other practices or represent a general behaviour. 
7.6. Chapter	  Summary	  
This chapter has presented an overview of participant’s perceptions of and attitudes toward the 
primary care service. A number of sub-themes relating to how the primary care service is 
generally perceived by the public have emerged during data analysis, namely, attitudes toward 
primary care, cultural suitability of primary care, and the work environment in the primary care 
service. 
The chapter has presented that the primary care service is, generally, viewed by the 
public as low-status, ‘undervalued’, or ‘untrustworthy’ as primary care physicians reported. They 
reported that the society does not respect their professional autonomy or skill. This low value 
assigned to primary care may be attributed to the perceived incompetence and unprofessionalism 
of primary care clinicians, a career choice for lifestyle reasons or necessary for social reasons, 
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particularly those associated with gender. The chapter has argued that this lack of trust may be 
related to the fact the primary care service is predominantly a female career choice. 
The chapter has also discussed the importance of providing culturally competent health 
care service, highlighting the sharp cultural division between Kuwaiti citizens and foreigners in 
the Kuwaiti society. This division poses a challenge to providing culturally suitable care, 
especially since the cultural interests and preferences of most minority groups are not voiced. 
Another aspect that the chapter presented was the workplace environment as perceived by 
primary care clinicians. While there are continuing efforts to improve intra-professional 
relationships, the findings indicated a great deal of tension between primary care physicians. One 
area where there is manifest relates to the huge pay discrepancy between Kuwaiti and non-
Kuwaiti physicians. The chapter has also discussed the reportedly great impact of wasta on 
primary care workers’ career advancement, perhaps more than any other factor, including their 
actual performance. This finding is supported by a number of studies that have shown that wasta 
plays a major role in the career development of most individuals in Gulf Arab nations, often 
regardless of the individual’s qualifications or lack thereof, and despite widespread negative 
perceptions of it (Mohamed & Mohamad, 2011; Kauser & Tlaiss, 2011). Another area that was 
discussed is the ‘tribe-like’ groupings of physicians centred usually around a common ethnicity. 
The next chapter will present themes identified on the topic of health care access and 
health care quality. Under the central theme differential access to primary care, the chapter will 
present three sub-themes: disproportionate distribution, waiting times, and institutional 
discrimination. 
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Chapter	  8	  
Findings	  III	  
8.1. Introduction	  
This chapter presents the experiences and perceptions reported by participants relating to the 
third and fourth research questions concerning what cultural factors influence the stakeholders’ 
perceptions of health care quality and how they do so. The research questions were formulated as 
follows. 
3. Which cultural factors influence the stakeholders’ perceptions of health care 
quality and how do these factors differ between the various stakeholders? 
4. How and why do particular cultural factors influence the stakeholders’ 
perceptions of health care quality? 
The chapter examines participants’ perceptions relating to health care access as a 
component of health care quality, as well as their perceptions and experiences relating to other 
components of health care quality, including physician-patient interpersonal communication. The 
central focus of this chapter will be on the central theme differential access to primary care. 
Within this central theme, three sub-themes emerged during data analysis, namely, 
disproportionate distribution, waiting times, and institutional discrimination. These sub-themes 
will be presented and described in further detail throughout the chapter. 
8.2. Disproportionate	  Distribution	  
It was generally agreed among participants that the primary care service is adequately accessible. 
In terms of geographic accessibility, most participants reported that primary care practices are 
located in prime locations in the heart of each residential locality throughout the country. One 
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participant said, “primary care practices are within walking distance from virtually anywhere 
within the [locality]” (P1). Another made a similar remark, “the closest [practice] is usually 
within two-minute drive of every home in the neighbourhood” (P3). 
These reports were confirmed by Ministry of Health authorities. The Undersecretary for 
Health has stated that the policy of the Ministry of Health is to have a primary care practice in 
every residential neighbourhood (al-Rajhi, 2010). In a recent statement made to the press, the 
head of Department of Primary Care of the Kuwaiti Ministry of Health said, 
Since the establishment of the current health care system in the country, the primary care 
service has enjoyed a privileged position within the health policy agenda. The service has been 
consistently praised by the WHO advisors, as it provides equitable distribution of health care 
and comprehensive coverage of residential neighbourhoods, where the layout of any new 
residential development takes into account the health needs of the population. (Dr Al-
Watyan as cited in Abdelmabood, 2013) () 
However, despite consistent reports of very adequate geographic accessibility, several 
participants—from the health care users’ group—commented that the primary care service could 
benefit from developing its existing facilities and adding additional services to better meet the 
health care needs of the communities they serve. 
[Primary care] centres lack essential facilities and equipment that are needed by the primary 
care providers themselves … things like X-ray and ultrasound. … Labs are also lacking in the 
range of tests they can do … many tests have to be sent to a hospital lab. (P14) 
Most good medicines are only available at the hospital. Medicines at the local practice 
pharmacy are often unavailable … at least this is what we’re told by the pharmacist … 
medicines and blood tests should always be made available […] regardless of the cost. (P13) 
While geographic accessibility is widely believed among participants to be sufficiently 
adequate already, additional resources spent on development of new facilities or expansion of 
existing facilities are likely to be disproportionately high compared to the added health benefit 
such spending is expected to produce; the added health improvements, if any, are likely to be too 
small to be worth the added cost (Donabedian et al., 1982; Donabedian, 1988). Yet, demands for 
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additional spending on primary care persist. This supports the view reported by several 
clinicians—and presented in Chapter 6—that health care users are ‘over-demanding’ and 
‘difficult to please’, which possibly reflects a culture of abundance, indulgence, and 
consumerism rooted in the Kuwaiti society (Kamel & Martinez, 1984; Kassem, 1989a; Al-Naser 
& Sandman, 2000). Indulgence—defined as the extent to which members of a society attempt to 
control their personal desires and impulses—is one of the dimensions of national culture 
proposed by Hofstede et al. (2010). Societies with predominantly relatively lax control—that is, 
indulgent societies—typically, allow relatively free gratification of human desires related to 
leisure and enjoying oneself (Hofstede et al., 2010; Hofstede & Minkov, 2013). Even though 
there exist no data specifically on the indulgence versus restraint score for Kuwait (Hofstede et 
al., 2010), several authors have shown that extravagance, conspicuous consumption, and 
wasteful behaviours characterise the Kuwaiti and the wider Gulf Arab society (Luqmani et al., 
1988; Kassem, 1989a; O'Shea, 2000). 
In addition, the persistence of the demands to develop new primary care facilities and 
expand or refurbish existing ones may be related to the great emphasis placed on public imagery 
and outward appearance of the service in the Kuwaiti—and the Gulf Arab—culture (Luqmani et 
al., 1988; Kassem, 1989a; 1989b; Al-Kazemi & Ali, 2001). Previous studies have shown that 
Gulf Arab cultures generally place greater emphasis on organisational imagery and external 
manifestations and appearances of quality, such as lavish buildings and modern equipment, than 
on the performance, reliability, and quality of the service (Luqmani et al., 1988; Al-Kazemi & 
Ali, 2001). 
Furthermore, participants reported that there were substantial regional disparities in 
availability of care. There was a broad agreement among participants that primary care practices 
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in Kuwait City and Hawalli—which is contiguous to Kuwait city—have a greater supply of 
primary care physicians and in general higher staffing than practices in other areas. Participants 
consistently reported that primary care physicians in Kuwait City and Hawalli are better 
qualified and often more experienced than their counterparts in other areas. Several participants 
criticised the availability of care as disproportionate to the patient load for the practices at which 
they provide or receive care. They alleged that in some practices, available care resources—
including importantly primary care physicians—are extremely limited relative to the high 
volume of patients at these practices. This is especially the case in practices in Farwaniya, 
Ahmadi, and other areas farther away from Kuwait City—which usually care for larger 
predominantly expatriate populations with disproportionately higher rate of low-income 
households and higher health care needs than the general population in Kuwait City (Central 
Statistical Bureau, 2010; 2011). Participants from these areas reported that patient waiting times 
are constantly long; it was reported that in some practices patients wait for more than an hour 
before receiving care. One participant, a 54-year-old handyman from Iran who receives care in 
the Farwaniya area, reported that waiting times were consistently long: 
My main complaint is the long wait … sometimes I have to wait over an hour, sometimes even 
two hours … the [practice] is always crowded no matter what time I go: morning, afternoon, 
evening. […] Oftentimes the waiting area is too crowded people can’t find a seat … Imagine 
standing on your feet for two hours, waiting to see the doctor! (P32) 
There was a near-consensus among participants who receive care from practices outside 
the capital area that waiting times are generally long. This is in spite of the widespread 
distribution of primary care practices throughout the country; that is, despite adequate 
geographic accessibility to primary care facilities, long waiting times pose a significant barrier to 
health care access and utilisation. In the capital, however, waiting does not seem to be a common 
problem. A family practitioner practicing in Kuwait City said “Waiting isn’t an issue at all in 
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[Kuwait City]” (P3). The issue of waiting times will be discussed in more detail in the next 
section (section 8.3). 
In addition, some participants reported that practices in Kuwait City and Hawalli, which 
serve predominantly affluent Kuwaiti population, have, in general, larger and more 
comprehensive supply of medications. Two practice managers reported that most of these 
differences in the availability of medications are due to what they described as ‘power struggles’ 
within the health care system. One practice manager told that there is subtle rivalry and 
competition between practice managers for primary care-related resources, including premises, 
health care workers, and medications; more influential managers are able to secure more—and 
more valued—resources for their respective practices. 
Heads of primary care practices—and medics in general—are in a state of constant 
competition and sometimes distrust. From the moment they enter the job market, they compete 
against each other … always trying to top one another. This competition is much more fierce 
when they compete for posts that are by their nature in short supply, like heads of primary care 
practices and hospital directors and so on. […] Political power and influence of practice 
managers for example is often reflected in the quantity and variety of resources available at 
their practices. (P9) 
Such struggles have unsurprisingly resulted in—or aggravated—variation in availability 
of health care resources across primary care practices. This suggests that primary care resources 
are not evenly or equitably distributed across the country, contrary to claims by Ministry of 
Health officials. That is, not only are resources not equitably distributed at the regional level, 
there appear to be differences in allocation of resources even at the level of the individual 
practice. The distribution of resources among primary care practices appears to be 
disproportionate to the size, and possibly the health needs, of the local populations they serve. It 
appears to be skewed towards a small proportion of the population residing in Kuwait City and 
surrounding areas. 
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8.3. Waiting	  Times	  
The issue of waiting times was brought up repeatedly during the interviews. There was a general 
agreement among participants that reasonable waiting times are very important, especially in the 
primary care setting. As to what they regard as ‘reasonable’ waiting time, most participants 
believed that primary care waits should in general be no longer than the wait times in hospital 
outpatient clinics; most believed that waiting times most of the time should be a lot less. One 
participant noted that long waits are not acceptable in primary care, especially as it is the first 
line of contact with the health system. Another participant, a health care manager, stated, 
Waiting times are an important indicator of how efficient the service is … and importantly an 
indicator of access to the health care service … which is particularly important in primary 
care being the first point of contact with the health service … we aim to reduce waiting time as 
much as we could … it is a key priority to us. (P9) 
However, despite the priority given to waiting times, there have been consistent reports 
by the study participants that waiting time in primary care is indeed a problem at least in 
practices far from the country’s capital, Kuwait City. Several participants reported that waiting 
times are constantly long in practices far from the capital. Some clinicians attributed long 
waiting times, in part, to the drop-in nature of primary care practices in Kuwait. They claimed 
that walk-in service model of the primary care service—where patients can walk in to be seen at 
any time without an appointment—increases the demand for the service and contributes to 
unnecessary service use and inappropriate care. They argued that the service, especially wait 
times, would benefit greatly from introducing an appointment-scheduling system. Clinicians 
called for a transition from the current walk-in service model to an appointment-only model, 
which, they reported, would allow them to spend more time with their patients at the surgery. 
One clinician held that an appointment-only service model would significantly reduce patients’ 
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average waiting time and inappropriate service utilisation especially by ‘frequent attenders’, a 
common phenomenon in the primary care service, as was reported by clinicians (see Chapter 6). 
With an appointment booking system in place, patients won’t have to wait in long queues … 
they will be given enough time in clinics to ask questions … the doctor will have enough time 
to listen, provide patient education and preventive care … the doctor will be able to review the 
patient’s medical record before seeing the patient. (P1) 
The notion of appointment-only model, however, was not well accepted among health 
care users. Even though it was welcomed by a few, most health care users interviewed thought 
that such a system would be detrimental to their access to health care and would likely result in 
longer wait times in practice. Some participants noted that one of the most common reasons for 
their seeking care is when they have emergent symptoms that they believe ‘cannot wait’ and 
need prompt attention; a walk-in model is therefore best suited for primary care. One participant 
said, 
I mostly go to the doctor for minor conditions that most people experience at one time or 
another … I mean these conditions are not serious or deadly but usually cause enough 
discomfort that they require immediate treatment … for instance headache or period pain. 
(P22) 
Other participants cited other reasons for their objections to an appointment-only model 
such as work and other commitments. 
My working conditions are good but inflexible … I can’t just take time off on any day of the 
week. (P12) 
Illness doesn’t make appointments … it shows up unannounced. […] Sometimes I need to take 
sick leave … and my employer would only accept a doctor’s note dated the same date as my 
absence … doctors refuse to write the note retroactively … so an appointment system wouldn’t 
work. (P28) 
The walk-in model of the primary care service appears to be a convenience that is much 
liked and appreciated by users. Users voiced strong disapproval of the appointment-only 
approach, which would limit their ability to access the primary care any time their primary care 
practice is open. This may not be surprising given the findings presented in the previous chapter 
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that the culture of entitlement is widely prevalent and deeply ingrained in the Kuwaiti society 
(Al-Waqfi & Forstenlechner, 2012; AlShalfan, 2013). As was described in Chapter 6, there 
appears to be a belief of exclusive entitlement among many users of primary care to use the 
service any time and for any reason. As such, it seems that patients who participated in this study 
strongly oppose any policy that would limit their access to primary care. 
In addition, users’ objections to the appointment-only model in the primary care service 
may be linked to a characteristic common in the Kuwaiti culture: poor punctuality. Research has 
consistently shown that poor punctuality and poor regard for time are common features in the 
Kuwaiti culture and the wider Gulf Arab culture, in general (Elmusa, 1997; Muna & Zennie, 
2010; Al-Omari, 2013; Haase, 2013). Arguably, users may be concerned that such a model of 
service provision would make their access to primary care more difficult and would require a 
greater level of punctuality on the part of users. Moreover, some users expressed their doubts 
about whether an appointment-only model would function as intended in practice. One 
participant, who favoured the introduction of an appointment system, was highly sceptical about 
how well it would work in practice. She said, 
I’d wish that we’d have an appointment system like in the UK for example … but I’m very 
sceptical that it’d work even half as well … our hospitals have an appointment system in place 
but waiting is still too long there … people wait for as long as two or three hours sometimes … 
but of course if you have ‘wasta’ or know someone then you won’t have to wait. (P14) 
This perspective suggests that there is scepticism that such a change can or will be 
properly implemented. Much of this scepticism, it seems, stems from the belief that the system is 
plagued by corruption and nepotism (or wasta). Much has been written about how wasta—
defined as the use of connections for personal gains—pervades the culture of all Arab countries 
and permeates almost all aspects of life (Cunningham & Sarayrah, 1993; 1994; Shah et al., 
1996b; Kilani & Sakijha, 2002; Budhwar & Mellahi, 2006; Zaqqa, 2006; Al Suwaidi, 2008; 
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Mohamed & Mohamad, 2011). Wasta itself appears to be largely driven by the collectivist values 
embedded in the Kuwaiti (and wider Arab) society such as tribalism, interdependence, and 
cooperation between in-group members. Collectivist societies, of which Kuwait is one, place 
great emphasis on the closely knit social groups and networks: protection of in-group members 
and attending to their needs and demands are highly valued (Cunningham & Sarayrah, 1993; 
1994; Weir, 2003; Al Suwaidi, 2008). Many people in Kuwait commonly utilise their social 
connections and networks and use wasta to facilitate access to health care or to obtain other 
benefits (Shah et al., 1996b). In addition, the institution of wasta may also be driven by the 
Islamic understanding of the value of intercession contained in the Quran: 
Whoever intercedes for a good cause will have a reward therefrom; and whoever intercedes 
for an evil cause will have a burden therefrom. (Quran 4:85) 
Furthermore, users’ objections to an appointment-only model may also be linked to their 
belief that the crux of the issue of waiting times does not lie in the walk-in service model but 
rather in the way physicians organise their time distribution. A number of health care users 
ascribed the long waiting times, among other things, to physicians’ practice of splitting their 
shifts with their colleagues so that only half as many surgeries are available. One user reported 
that even during the busiest hours, primary care practices do not function to their full capacity 
with several surgery rooms closed and physicians taking breaks. 
All practices I’ve been to have been designed with many doctor surgeries to be open at the 
same time but I almost never seen more than just a few surgeries running at a time in spite of a 
long queue of people waiting. (P13) 
These accounts were supported by some physicians who criticised such practices by their 
colleagues—and themselves—and acknowledged that they contribute, at times, to the long 
waiting times. One physician said, 
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It is now customary in all [primary care] centres that doctors split their shifts with each 
other … sometimes in halves or in different arrangements depending on how many doctors are 
on the shift roster … and this naturally results in longer waits … each doctor now has to serve 
twice as many patients. (P1) 
Some Egyptian doctors are known for their [shift-splitting] … they’d even bluntly offer their 
‘services’ to newcomers and young Kuwaiti doctors … and it isn’t just splitting shifts … 
there’s also trading shifts: these doctors would take up shifts from their colleagues for pay … 
all of these arrangements are of course informal … but these [shift-traders] are very well-
known that they’re almost daily called by doctors who want to give up their shifts, especially 
night shifts. (P4) 
These accounts suggest that clinicians in primary care work inflexibly and are, in general, 
unwilling to bend on their shift swaps and shift splits; they appear to be unwilling to respond to 
fluctuations in demand at an appropriate pace or not at all, which exacerbates the problem of 
waiting. 
Moreover, there seems to be limited intervention from the practice management to 
address the situation. One practice manager stated, 
Our relationship with the doctors is based on trust. […] We don’t interfere with the ways our 
doctors cooperate or distribute their work … unless of course there’s a problem or complaint. 
[…] Our interference would lead to some kind of unfairness because doctors have agreed to 
and already split their shifts. (P25) 
This rather passive stance by the practice management may reflect the reactive nature of 
management in primary care and possibly in the wider public service. Cultural studies focused 
on Kuwait and the Gulf Arab states in general have consistently shown that opportunism and 
reactive management are the norm in these cultures (Luqmani et al., 1988; Kassem, 1989a; 
1989b; Al-Kazemi & Ali, 2001). Rather than take the initiative, anticipate and plan ahead, 
managers in Gulf Arab states tend to be passive and resort to reactive measures. Long-term 
planning is often completely avoided, as ‘the future belongs to god, not man’ (Luqmani et al., 
1988; Kassem, 1989a). This may be linked to the values of Islam, namely fatalism and 
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predestination—the notion that future is predetermined by a divine decree and hence is beyond 
one’s control (Sidani, 2006; Sidani & Thornberry, 2010). 
In addition, it may also be the case that such a non-interventionist stance on the part of 
practice managers—who are physicians by default—may be driven by the values of collegiality 
and professional solidarity among physicians across the world. The ‘unity of the profession’ is a 
core value among medical professionals and is an important driving force within the medical 
body (Freidson, 1970a; 1970b; Øvretveit, 1985; Gray & Harrison, 2004). Possibly to preserve 
the image of this unity, physicians are typically reluctant to disagree with their colleagues when 
asked for ‘second opinions’ (Mills & Gilson, 1988; Armstrong, 1999; Manias & Street, 2001; 
Axon et al., 2008). Moreover, physicians are notoriously known for ‘sticking together’ through 
their shared challenges and struggles (Quinn et al., 1996; Smith, 1998; Palmer et al., 2002; Gray 
& Harrison, 2004; Annas, 2008). In addition, ‘professional tribalism’ within the medical 
establishment has contributed, among other things, to the growing awareness of the importance 
of collegial relationships among physicians (White & Harris, 2001; Goodwin et al., 2004). 
Collegial relationships are even more valued in a collectivist culture like Kuwait where personal 
relationships are highly valued and emphasised (Hofstede, 1980a; 1984a; 1991; Hofstede et al., 
2010). This is especially pertinent considering how widespread wasta is in almost all areas of life 
(Cunningham & Sarayrah, 1993; 1994; Weir, 2003; Al Suwaidi, 2008). Personal and 
professional relationships are often generally thought to be more important in collectivist 
cultures than one’s performance, tasks, or schedules (Hofstede, 1991; Al Suwaidi, 2008; 
Hofstede et al., 2010; Haase, 2013). 
Other than the issue of waiting time, most participants reported that the primary care 
service hours are long and suitable for most of their needs. 
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The normal working hours in primary care are in two shifts: 07:00 to 14:00 and 14:00 to 
21:00 hours … and on weekdays, there is the daily after-hours from 21:00 to 00:00 hours.  
(P3) 
During weekends and public holidays, however, most practices are closed and patients 
have to seek care at other practices than their own. “At weekends and holidays, within each 
health district there are at least two [practices] that operate throughout the day” (P3). 
Participants reported that this closure results in significantly longer waiting times at the few 
operating practices during weekends. It was reported that waiting times at weekends are so long 
that many patients choose to seek care at private clinics or just wait until after the weekend. 
Some patients, it was reported, go directly to hospital emergency departments. One participant, a 
medical director at a primary care office at the district level, reported that patients increasingly 
bypass primary care and seek care directly at hospitals. 
Lots of patients ditch the usually choking [primary care] practices on weekends and go 
straight to the hospital … in turn choking the casualty ward at the hospital and possibly 
delaying people with genuine and immediate care needs.  (P36) 
This is supported by the finding of Shah et al. (1996b) that more than half the cases seen 
by hospital emergency physicians were judged by them as non-urgent or not requiring 
emergency care. A number of studies have documented similar findings (Shah & Shah, 1994; 
Shah et al., 1996a; Al-Hay et al., 1997). Bypassing primary care and seeking care directly from 
hospital impairs the gatekeeping function of primary care and could possibly nullify some of its 
intended benefits, including reducing costs and improving continuity of care (Starfield, 1992; 
1998; Starfield et al., 2005). In addition, it was reported that care provided at the weekend is, in 
the main, of poorer quality. Some health care users reported that doctors covering on weekends 
always seem to be in a hurry and do not spend enough time with patients at the surgery. One 
health care user, a young woman, said, 
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My [primary care] practice runs only during weekdays … it’s like they think people don’t get 
sick at weekends … we have to go to another practice and I hate this … the covering doctor [at 
the ‘away’ practice] isn’t my doctor and doesn’t know me … so he’d give a ‘temporary’ 
treatment until I see my doctor next week … this wastes my time! (P14) 
This participant’s account suggests that care provided at so-called ‘away’ practices 
during weekends would not only be of poor quality, but would also compromise continuity of 
care, an essential attribute of primary care (Starfield, 1980; 1992; 1998). In addition, being of 
temporary nature, care received during weekends would typically need to be followed up by 
another episode of care at the user’s ‘home’ practice. This could lead to overutilisation of the 
health care service and increased health care costs. 
8.4. Institutional	  Discrimination	  
It is worth noting, before presenting the findings in this section, that the great majority of the 
population in Kuwait are not Kuwaiti but foreign workers. Non-citizens constitute more than 
two-thirds of Kuwait’s population, of whom the vast majority are South Asians (O'Shea, 2000; 
Shah et al., 2002; Kapiszewski, 2006; Central Statistical Bureau, 2011; al-Jasser, 2012). 
Nationals of the Indian subcontinent constitute the largest community in Kuwait, making up 
around half the country’s population (Shah et al., 1991; 2002; al-Jasser, 2012). 
Participants reported that Kuwaiti nationals could access the primary care service without 
any out-of-pocket payment, while non-Kuwaitis have to pay a nominal fee (the equivalent of £2) 
at the point of care. In general, the service was thought to be very affordable even by non-
Kuwaiti health care users. This discrimination between citizens and non-citizens with respect to 
user charges, albeit small, may be a sign of institutional discrimination in the health care system. 
This discriminatory treatment, which is the result of the Alien Health Act of 1999 (State of 
Kuwait, Law № 1 of 1999), is seemingly in direct conflict with the health disparity-reducing 
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attributes of primary care (Shi et al., 1999; Shi & Starfield, 2000; Shi et al., 2002). This 
discriminatory Act has been the subject of much debate controversy and criticism in the national 
media since its introduction (Akbar, 2003; Kronfol, 2012). It has been argued that while the fee 
for health care is minimal, it is nonetheless the equivalent to a day’s pay for many non-citizen 
workers (WikiLeaks, 2004). () 
Several participants in this study reported that the best medications are only available to 
Kuwaiti citizens, and that there are separate lists of medications for citizens and non-citizens. 
One participant, a 48-year-old Egyptian man, said, 
It is so unfortunate that the best medicines are reserved not for the sickest or the most in need, 
but for citizens, who are usually well off and can afford such expensive medicines on their 
own. (P30) 
This is an example of institutional discrimination in the Kuwaiti primary care service 
based upon citizenship status. A number of researchers have shown that health care 
discrimination based on citizenship is widespread across all Gulf Arab countries—not just 
Kuwait—and is most evident against immigrant labourers from South Asia as well as other non-
citizen groups (Kronfol, 2012; Batniji et al., 2014). It is not uncommon in the Gulf countries for 
some health care services to be restricted to citizens of these countries and other services—
typically receiving significantly lower funding from the government—to be reserved for non-
citizens (Kronfol, 2012).  
Kuwaiti participants generally reported that they were comfortable, in general, with the 
providers’ attitudes towards them; most reported that they were satisfied with the way clinicians 
treated them and understood them. In contrast, several participants from South Asia were not 
satisfied with how clinicians communicated with or treated them. A young man from India 
reported that the health care service is not acceptable to many people from the Indian 
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subcontinent; he held that the needs of patients from the Indian subcontinent are too often 
ignored or overlooked. He expressed his concerns about how physicians do not seem to listen 
and seem to provide pre-packaged, one-size-fits-all care. He reported experiences of 
discrimination and prejudice that he attributed to his ethnicity. 
People from Kuwait and other Arab countries would not have similar experiences as mine, 
being Indian. Being Indian greatly influences how the whole society, including the health 
system, sees and treats me. We are perceived in the Kuwaiti society as disempowered and 
disadvantaged expatriates who are just here for the ‘money’. As such, we can’t complain about 
poor quality and medical negligence … even if we do, our complaints won’t be taken seriously, 
especially if they’re made against a local. So … we are perceived and dealt with here as a 
‘special category’ … we definitely experience health care differently. (P19) 
As is apparent from this comment, there is a perception that Indian nationals—and 
possibly natives of the Indian subcontinent collectively—in Kuwait are underprivileged, 
disadvantaged, and are often discriminated against. They usually have little or no room to protest 
their discrimination out of what Batniji et al. (2014) argue are well-founded fears of being 
persecuted or even deported from Kuwait. In addition, a number of other participants from the 
Indian subcontinent reported similar experiences. 
Doctors here—and people in general—are selective about which cases to treat with respect 
and quality and which cases not to … I asked doctors [in primary care] many times for 
referral to a skin doctor but was always just given creams … the only time I was given a 
referral was when the health inspector gave me a temporary suspension. (P31) 
P31 is a 45-year-old gentleman from India. He is a restaurant worker. He reported having 
fungal infections on his hands for which he was temporarily suspended from working at the 
restaurant. 
Another participant reported a similar experience: 
Good medicines are reserved for Kuwaitis … medicines for [non-citizens] are cheap, locally 
made ones … I doubt they help much so I ask for a private prescription. (P39, a 40-year-old 
man from India) 
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Another user, a woman from Sri Lanka, reported that she is sometimes unable to explain 
her symptoms in a language that is not her first language and that none of the doctors or nurses at 
her practice speak her language. 
I consider myself to be moderately okay in Arabic … sometimes, however, I have to describe 
specific and complex experiences of illness that I find difficult describing even in my own 
language … and almost impossible using another language. (P6) 
She reported concerns about poor communication with health care providers because of 
language barriers and cultural differences. This might present a barrier to seeking care even 
when the specific health care services needed are available and physically accessible, possibly 
due to lack of awareness of their availability or effectiveness or even due to perceptions of 
difficulties related to language differences and cultural competence (Goddard & Smith, 2001; 
Cooper & Roter, 2003; Dixon-Woods et al., 2005; Kronfol, 2012). A body of research suggests 
that using health care services requires considerable effort on the part of patients in terms of 
having the appropriate knowledge of the health care services available and the ability to 
communicate effectively with health care providers (Dixon-Woods et al., 2005). 
Furthermore, the above accounts made by participants from the Indian subcontinent 
suggest that there are widespread differences (or health disparities) against people of Indian 
origin in terms of access to health care. These differences, however, do not appear to be due to 
formal institutional constraints; that is, they are not formally mandated or explicitly adopted by 
regulation, policy, or legislation by the department of primary care or the ministry of health; and 
they are not created, communicated, or enforced through the officially sanctioned channels of 
decision-making (Nee, 1998; Helmke & Levitsky, 2004). Rather, they appear to be individual or 
group acts driven by attitudes or prejudices held by society members, including health care 
workers, against natives of the Indian subcontinent. However, although these practices by health 
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care workers do not appear—in this case—to be formally regulated or guided by policies or other 
‘formal’ organisational directives, they would not be regarded as a form of isolated (or 
interpersonal) discrimination given the seemingly overwhelming ‘informal’ consensus among 
health care workers to maintain the status quo in terms of their practices toward ethnic minority 
groups (Feagin & Feagin, 1978; Feagin & Eckberg, 1980; Karlsen & Nazroo, 2002; McKenzie, 
2003). These practices are likely shaped to a large extent by ‘informal’ institutions, from social 
norms to culturally accepted customs and behaviours, at both the national and sub-national 
(municipal) levels of the primary care service (Richards & Lucas, 1985; Nee, 1998; Helmke & 
Levitsky, 2004). They can therefore be regarded as another form of institutional discrimination 
(Karlsen & Nazroo, 2002; McKenzie, 2003). 
Researchers have used several theoretical models to conceptualise discrimination. One 
model that has been applied frequently and has been noted as having significance in the 
understanding of discrimination is the social dominance theory (Kitano, 1997; Sidanius & Pratto, 
1999; 2012). The theory posits that societies are organised in group-based social hierarchies with 
a dominant group at the top of the hierarchy and subordinate groups at the bottom; members of 
the dominant or hegemonic group tend to enjoy a disproportionate share of ‘positive social 
values’ or desirable societal resources while members of subordinate groups are left with fewer 
(and less valuable) resources; and that this hierarchy is produced and maintained by intergroup 
behaviours such as discrimination and prejudice (Sidanius & Pratto, 1999; Pratto et al., 2006). It 
is argued that consensually shared beliefs and value systems, prevalent in the society, provide the 
moral justification for the establishment and maintenance of group-based social inequalities and 
intergroup discrimination in this system of social hierarchy. These legitimising ideologies and 
social institutions (collectively termed ‘legitimising myths’) consensually held by members of 
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the dominant group justify and legitimise hierarchy-enhancing behaviours and actions that 
favour the dominant group over subordinate groups (Sidanius, 1993; Levin & Sidanius, 1999; 
Sidanius & Pratto, 1999; Pratto et al., 2006). The idea of legitimising myths is similar to the 
concept of ‘symbolic universes’ proposed by Berger and Luckmann in their 1966 book The 
Social Construction of Reality as a set of beliefs that aim to provide plausible explanations for 
the established institutions by “[putting] everything in its right place” (Berger & Luckmann, 
1966, p.116). In doing so, these symbolic universes—which can take the form of maxims, 
proverbs, or religious and mythological systems of thought—provide legitimation for the 
established institutions in society (Berger & Luckmann, 1966). 
These instances of institutional discrimination in the primary care service, mentioned 
above, whether driven by formal instruments, such as organisational policies (as in the examples 
of imposing fees for health service on non-citizens and restricting access to some vital medicines 
to citizens only) or informal institutions, such as shared value systems (as in the cases of 
discrimination against ethnic Indians) are understandably difficult to eliminate. Since these 
discriminatory actions and behaviours are backed by the powerful institutions of the dominant 
group, members of the dominant group must actively take responsibility—which makes difficult 
disrupting or overthrowing the established institutional order that has been firmly legitimated by 
the society (Berger & Luckmann, 1966; Kitano, 1997). 
In addition, the above accounts also suggest that linguistic and cultural barriers affect 
access to health care among individuals of Indian origin. Primary care in Kuwait is provided by 
predominantly Arab health care providers—mostly Kuwaiti and Egyptian. Physicians from the 
Indian subcontinent constitute less than 9% of the nation’s physician workforce—and yet the 
vast majority of those are specialist physicians working in hospitals rather than in primary care 
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clinics (Ministry of Health, 2012). This is especially notable because nationals of the Indian 
subcontinent constitute the largest community in Kuwait, making up around half the country’s 
population (al-Jasser, 2012). It is not uncommon therefore for a patient to have no common 
language with the health care provider with whom they consult (Harrison, 1985), in which case a 
pidgin—a grammatically simplified form of language with a restricted set of vocabulary 
borrowed from several languages (Aarts et al., 2014)—is typically employed as the principal 
means of communication between patients and physicians (Smart, 1990; Næss, 2008). This, 
without doubt, poses a major problem for the provision of care and a direct threat to health care 
quality. 
The problem of language barriers in health care is further complicated by the 
unavailability of professional medical translation services. One clinician reported that “There is 
no formal channel through which patients can request a medical translator” (P1). Lack of 
medical translation facilities constitutes a significant barrier to accessing health care for patients 
from some ethnic groups (Goddard & Smith, 2001; Kronfol, 2012). One clinician reported that in 
circumstances where communication between the health care provider and the patient is poor, 
inadequate, or even absent, practice employees such as porters and messengers who happen to 
speak the patient’s language are called to help with the impromptu translation as interpreters. 
While this could greatly improve communication between health care providers and patients, it 
certainly constitutes a major violation of patient’s privacy—even though the patient is assumed 
to have implicitly given consent when they comply and communicate with the ‘interpreter’. 
The mainstream culture in Kuwait appears to regard expatriates or non-citizens as a 
second-class group and, as a result, treats them differently than Kuwaiti citizens. This feature 
does not seem to be limited to the Kuwaiti society but appears to be widespread throughout the 
 
 196	  
societies in the Gulf Arab states (Kronfol, 2012; Batniji et al., 2014). Previous research by Shah 
and her colleagues (1996a) has revealed differences in access to primary care between citizens 
and non-citizens in Kuwait. The researchers have concluded that citizenship was a highly 
significant factor in determining the individual’s access to primary care (Shah et al., 1996a). 
Fuelled by such a culture, a de facto two-tier health care system has formed whereby a 
small group of individuals—who can afford an extended health care coverage by means of their 
citizenship—receive more extended and comprehensive health care service, while other 
individuals receive substantially inferior care either due to formal institutional constraints or 
individual personally-mediated discrimination. 
8.5. Chapter	  Summary	  
This chapter has presented the sub-themes under the major theme differential access to primary 
care. Three sub-themes were identified under this theme: disproportionate distribution, waiting 
times, and institutional discrimination. The three sub-themes, collectively, demonstrate the 
considerable variation access to primary care on a number of levels and grounds, including 
citizenship, ethnicity, and geographic location. 
The chapter demonstrated that despite adequate geographic accessibility, demands 
continue for additional spending on primary care, possibly reflecting the culture of indulgence 
prevalent in Kuwait. Such an investment seems to be unwarranted given the consistent reports of 
substantial investments made in primary care premises and facilities. The added health 
improvement, if any, is likely to be too small. It was also demonstrated that there is substantial 
regional variation in the availability of primary care physicians and other resources. Some 
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regions, especially those away from the capital and areas inhabited by predominantly expatriate 
population, appear to be particularly underserved. 
In addition, the issue of waiting appears to be of paramount importance—even though 
some reported that it “isn’t an issue at all” (P3) in the capital and surrounding areas. The 
problem of long waiting, exacerbated by a seemingly inequitable regional distribution of primary 
care resources, is much more severe in areas far from the capital. It was attributed to a number of 
factors including the drop-in nature of the primary care service, which was reported to be 
associated with increased unnecessary demand, and the strict and inflexible working style of 
physicians coupled with a passive, non-interventionist management by practice managers. 
The chapter also presented what can be described as signs of institutional discrimination 
on the basis of nationality, in terms of mandatory payment by non-citizens at the point of care 
and access to medications of inferior quality. In addition, experiences and instances of cultural 
and linguistic barriers as well as of interpersonal discrimination against some ethnic minority 
groups were described. 
In the following chapter, the results of this study are summarised and the general 
conclusions and implications drawn. 
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Chapter	  9	  
Discussion	  and	  Conclusions	  
9.1 Introduction	  
This thesis aimed to contribute to a better understanding of how national culture influences the 
social constructions of health care quality.  
Specifically, it examined how culture influences primary care stakeholders’ social 
constructions of health care quality in Kuwait, a high-power distance culture. Results suggest 
that the dominant socio-cultural value system in Kuwait has a significant impact on health care 
quality, whether directly or indirectly. The results indicate that culture influences health care 
quality through two main channels: a direct one—by affecting the clinical and interpersonal 
processes of care—and an indirect one—through either limiting or enhancing users’ access to 
care. 
In this chapter, the main results of the study are summarised and the general conclusions 
and implications are drawn. The chapter also provides a number of policy and academic research 
recommendations based on the main results of this research. 
Before discussing and contextualising the findings of the study with respect to how health 
care quality in the Kuwaiti primary care service is socially constructed, it is worth noting that the 
findings can generally be said to occur in two distinct domains: participants’ beliefs about the 
nature health care quality in the context of primary care and their views on how health care 
quality in the Kuwaiti primary care service actually is—that is, participants’ judgment of health 
care quality in the primary care service as it is currently provided. 
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In other words, the findings of this study can be characterised as occurring in the 
theoretical realm—interested in how health care quality is conceptualised and constructed—and 
the practical realm—which focuses on how the health care service is perceived in terms of the 
quality of care it provides. This is closely related to the is-ought distinction (raised by David 
Hume) with the latter of the two being the descriptive statement and the former the prescriptive 
(or normative) one. For purposes for brevity, the two domains will be referred to hereafter as 
descriptive and prescriptive.  
Borrowing from Zeithaml et al.’s (1990) expectancy-disconfirmation model, descriptive 
statements about health care quality appear to be related to and to an extent determined by 
prescriptive statements about health care quality or what it should be. Arguably, participants’ 
descriptive statements about quality of care are collectively determined by their prescriptive 
beliefs about what health care quality should be. 
Participants’ prescriptive statements on health care quality are, in turn, determined by a 
multitude of factors, not least of which where they are located within the health care system and 
the nature and extent of their involvement or responsibilities within the system; that is, the 
stakeholder lens through which they see and experience health care. More generally, this 
stakeholder lens is one of a set of multiple possible lenses through which a particular individual 
experiences their world. Collectively, these lenses together can be referred to as culture, or, more 
precisely, the individual’s cultural lens. 
How the various cultural lenses influence their wearer’s perception of health care quality 
is central to this thesis and is discussed further in this chapter. In general, participants’ 
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prescriptive statements appear to be largely influenced by their beliefs on how they perceive the 
health care service in terms of the quality of care it provides 
9.2 Meanings	  of	  Health	  and	  Utilisation	  of	  Primary	  Care	  
The study found that participants held various meanings for the concept of health (or ill health), 
ranging from a functional definition which views health as fitness for purpose; to a utilitarian 
definition which sees health pragmatically as what the health care service ought to provide; to a 
reductionist view which defines health as the normal functioning of the body organ systems; to a 
holistic perspective on health which sees it as balance between its interrelated and interconnected 
physical, mental, social, and spiritual dimensions; to, finally, a view of health as a divine 
blessing bestowed upon the healthy that can be taken away by God’s will. 
These views on health appear to be linked to the person’s beliefs on where the locus of 
responsibility for one’s health rests: whether with the individual person himself or herself or with 
the health care system, or perhaps with other parties like their family. Previous research has 
shown the person’s beliefs about health and illness may have a direct and significant impact on 
their health-seeking behaviour—including where they seek care and the extent to which they 
comply or cooperate with the health care provider’s advice (Jackson, 1993; Helman, 2007; 
Holland & Hogg, 2010). These views, undoubtedly, dictate to a large extent their holders’ health 
care-seeking behaviour—as was explicitly stated by some participants—thus determining to a 
great extent the likelihood of their primary care service utilisation. This is consistent with 
Andersen’s (1995) model of health care utilisation, which addresses how the individual assesses 
the (perceived) benefits and costs of seeking care for a particular illness episode before deciding 
whether or not to use the health service. That is, the individual’s views on health and on where 
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the locus of responsibility for it lies essentially function as the threshold point that determines—
in conjunction with other elements—the individual’s health care-seeking behaviour. 
On a different but related note, a number of powerful social stigmas associated with the 
dominant Kuwaiti culture reportedly deter individuals from seeking medical care for certain 
conditions, including mental disorders, substance abuse, and sexually-transmitted diseases. The 
dominant Kuwaiti culture places a significant value on religious and conservative values. This 
suggests that threshold for seeking care for any of these conditions is elevated so that people do 
not usually seek medical care until these conditions are severe or serious enough to interfere with 
their daily life or perhaps their ability to work. These results support other evidence about the 
role of social stigmas as barriers to health care (Gary, 2005; Golberstein et al., 2008; Iversen et 
al., 2011). 
In addition, results of this study suggest that because some Kuwaiti users feel stigmatised 
disclosing symptoms of such conditions as mental disorders and sexually transmitted infections 
to a fellow citizen, they intentionally seek care from foreign providers to avoid the stigma. In 
doing so, they appear to be willing to make a trade-off decision between health care quality (as 
judged for example by longitudinality and continuity of care) and medical confidentiality—as 
perceived by the user. These results contradict previous research which has shown that some 
health care users may be reluctant to ‘open up’ and seek care from providers of different ethnic 
or cultural backgrounds (Conrad & Pacquiao, 2005; Cronan et al., 2008; Siegel et al., 2011). One 
possible explanation for this phenomenon may be related to the collectivist values dominant in 
the Kuwaiti society. Collectivistic cultures stress the importance of social groups; such cultures 
tend to emphasise conformity and discourage deviance (Smith & Bond, 1993; Kim & Markus, 
1999). Stigmatised behaviours are seen, in general, as deviation from the accepted norms and 
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values within the group. This might explain the phenomenon of Kuwaiti users seeking care for 
‘stigmatised’ conditions from non-Kuwaiti health care providers, who are perceived out-group 
members. Within groups, members tend to adjust their behaviours to seek approval and social 
acceptance from other in-group members (Leary et al., 1995; Gilbert et al., 1998). 
Moreover, results of this study  suggest that, in Kuwait, the walk-in model of the primary 
care service increases access to the service, creates new demand, and contributes considerably to 
the ‘increased’ service use and consequently—as perceived by clinicians in this study—the 
unnecessary or inappropriate care. Evidence from the literature suggests that the walk-in model 
of health care service does indeed enhance access to health care (Salisbury et al., 2002a). The 
walk-in service model does not, however, appear to increase access equally to all segments of the 
population. Studies have shown that walk-in practices improve access to certain groups of the 
population, particularly young adults with minor or self-limiting complaints, and thus may 
increase health inequalities (Salisbury et al., 2002a; 2002b; 2002c). Results of this study support 
Andersen’s (1995) model of health service use, which proposes that increased access—which is 
facilitated by the walk-in model—may lead to increased demand on the service without 
achieving meaningful health gains, especially considering the limited resources typically 
available to the primary care service (Salisbury et al., 2002a; 2002b; 2002c). 
Further, the demand-increasing effect of the walk-in model of service appears to be 
augmented by the relative absence of significant barriers to the primary care service. In other 
words, the costs of using the primary care service—monetary cost, stigma cost, and other costs—
are so small to many users that they are practically negligible. This, together with the ease of 
access to the primary care service (afforded in part by the walk-in model of the service), may 
create new demand for the service and lead to increased service use.  
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The effect of the walk-in model on the primary care demand can also be explained by the 
high-power distance characteristic of the Kuwaiti culture. High-power distance cultures tend 
towards societal structures and hierarchical gaps between the less powerful and the more 
powerful people in the society. Power and hierarchy are accepted as part of the society, and, as 
such, the less powerful and the more powerful do not consider each other as equal (Hofstede, 
1991; LeBaron & Pillay, 2006; Pawlicki et al., 2011; Samovar et al., 2012). Unlike the primary 
care service which operates a walk-in model, hospital-based specialist outpatient clinics use an 
appointment-scheduling system. The appointment systems used in hospitals may serve as a 
further manifestation of the hierarchical structure and functioning of the high-power distance 
Kuwaiti society; they restrict or control users’ access to the service and thus contribute to the 
wide power distance between physicians and patients. In general, patients’ inability to consult a 
health care provider unannounced and without a prior appointment can contribute to the power 
distance between providers and patients. The need to book an appointment may be perceived by 
patients as a barrier to health care access and as a sign of the high-power distance between, for 
instance, hospital specialists and patients (Gao et al., 2009; St. Germaine-McDaniel, 2010). 
Absence of such a scheduling system, as in the primary care service, may reduce the power 
distance between primary care physicians and patients, thus, further reducing the patient’s 
perceived cost of using the service. 
Results of this study indicate that the power distance between primary care physicians 
and patients is manifestly diminished. The literature generally suggests that in high-power 
distance cultures, such as Kuwait, subordinates (patients in this case) tend to accede to the 
authority of superiors (physicians) without negotiation; they are expected not to disagree or 
argue with their superiors (Adler & Rodman, 2006; LeBaron & Pillay, 2006; Pawlicki et al., 
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2011; Samovar et al., 2012). This, however, does not seem to be the case in the Kuwaiti primary 
care service. Results of this study indicate that the power distance gradient between primary care 
physicians and patients is greatly reduced and sometimes even reversed in favour of the 
patient—as in the cases of Kuwaiti patients receiving care from non-Kuwaiti physicians. This 
pattern of doctor-patient power relations is interesting as it appears to be unique to the primary 
care service, compared with other levels of care in Kuwait. This finding is contrary to evidence 
from the literature that indicates physicians, in general, enjoy relatively high socially prescribed 
power, prestige, and status granted to them by their profession (Davies et al., 2000; Goodyear-
Smith & Buetow, 2001; Gray & Harrison, 2004; Helman, 2007). 
A number of studies show that cultural expectations of power distance in a particular 
health care setting do influence to a large extent doctor-patient communication (Smith, 1999; 
Nápoles-Springer et al., 2005; Gao et al., 2009). Data from this study suggests that one possible 
explanation for this pattern of primary care doctor-patient power relations, at least in the context 
of Kuwaiti culture, might be the negative public image of the primary care service, which in turn 
may be explained by a combination of factors, including the widespread belief that primary care 
physicians are essentially incompetent clinicians who were forced into primary care; the public 
perception that physicians who have chosen primary care had done so for lifestyle reasons and 
thus are not expected to be motivated to perform effectively; and the generally poor quality of 
care as judged by providers and users alike.  
9.3 Institutional	  Discrimination	  
Importantly, much of the problem of waiting appears to be caused—or at least aggravated—by 
the uneven and inequitable distribution of resources across primary care practices. Results of this 
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study indicate that a significant proportion of primary care resources are concentrated in Kuwait 
City and surrounding areas, inhabited by predominantly Kuwaiti citizens who are generally less 
health-deprived. 
This inequitable distribution of health care resources appears to be brought about by the 
lack of cultural diversity at the policy-making level in the primary care service. Kuwaiti 
citizenship is a strict eligibility requirement imposed by law for mid- and high level policy 
makers (State of Kuwait, Law № 15 of 1979). They are, therefore, likely to be of similar views 
on health care policy. Such a lack of diversity at the policy-making level is likely to result in 
policies and procedures that do not sufficiently address the health care needs of culturally diverse 
populations (Betancourt et al., 2003; Castro et al., 2010). In addition, the sharp divide between 
Kuwaiti nationals and non-nationals (particularly non-Gulf Arabs) may also play a role in 
making knowledge about each group virtually unavailable to the other (Birks & Sinclair, 1980; 
Crystal, 1992; Kapiszewski, 2004; 2006). Kuwaitis and migrants are typically separated by a 
great social distance: Kuwaiti nationals tend to isolate themselves socially from non-nationals, 
effectively excluding them from interacting with Kuwaiti citizens except as subordinates 
(Tétreault & al-Mughni, 2000; Longva, 2009; Shultziner & Tétreault, 2011). 
One conspicuous and important manifestation of this inter-ethnic dichotomy that this 
study found is institutional discrimination against non-citizens. Previous research has shown that 
discrimination based on citizenship is generally widespread across all Gulf Arab states but is 
much more marked against immigrant labourers from South Asia (Shah et al., 1996a; Kronfol, 
2012; Batniji et al., 2014). Institutional discrimination has profound impact on health care 
quality, whether directly through manifesting in the actual processes of care or indirectly through 
limiting or otherwise jeopardising non-citizens’ access to the health care service. Previous 
 
 206	  
research by Shah and her colleagues (1996a) found that citizenship has a substantial effect on the 
individual’s access to the primary care service in Kuwait. 
Discrimination against or, more broadly, lack of cultural sensitivity towards patients from 
social minority groups has implications for their access to the health care service (Anderson et 
al., 2003; Donabedian, 2003; Castro et al., 2010; Holland & Hogg, 2010). Such instances of 
discrimination or cultural non-responsiveness effectively act as significant cultural barriers to 
accessing health care for a large share of the population, and can result not only in less 
favourable health outcomes but can also be harmful (American Nurses Association, 1998). 
Failure to provide appropriate patient education or preventive care to individuals with certain 
health risk factors can lead to life threatening complications. In addition, discrimination or lack 
of cultural sensitivity can have a significant negative impact on health care quality through their 
direct effects on the clinical and interpersonal processes of care. This study found that the 
mainstream culture in Kuwait regards migrant workers, particularly those from South Asia 
countries, as second-class health care consumers and, accordingly, treats them differently than 
Kuwaiti citizens. For example, there are separate lists of medications for citizens and non-
citizens, with the best, more effective medications reserved for citizens only.  While this form of 
discrimination is most evident against nationals of the Indian subcontinent, this study found that 
discrimination is also apparent against other ethnic groups including non-Gulf Arabs. As such, 
this form of ethnic discrimination—taking place at the institutional level as well as at the level of 
the wider community—appears to be largely driven by pan-Gulf nationalist and local Kuwaiti 
nationalist ideologies (Chalcraft, 2010; Patrick, 2012), both of which are essentially 
representations of so-called ethnic nationalism, a form of nationalism that defines national 
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identity in ethnic terms—that is, in terms of common language, common religion, and common 
ancestry (McCrone, 1998; Safran, 2008; Stilz, 2009).  
Furthermore, results of this study revealed that tension, rivalry, envy, and competition 
exist between physicians in the primary care service. The results revealed that primary care 
physicians are divided among themselves on a number of levels. One major divide is between 
Kuwaiti physicians and non-Kuwaiti physicians, predominantly from Egypt. Physicians in the 
latter group feel that they are unfairly discriminated against in terms of pay and development 
opportunities compared to their Kuwaiti counterparts. This feeling, whether justified or not, can 
have a negative impact on physicians’ performance. Previous research has shown that having a 
two-tier promotional system whereby workers perceive unequal opportunities as their colleagues 
can lead to decreased job satisfaction and negative patient care consequences (Coombs & King, 
2005). 
9.4 Balance	  of	  Power	  in	  Clinician-­‐Patient	  Relationships	  
This study found that the patient’s own perception of medical need or of medical diagnosis, 
often, influences the actual medical decision made by the treating primary care physician. This 
phenomenon, too, may be related to the finding that the power distance between primary care 
physicians and patients is considerably diminished or sometimes even reversed. This disruption 
in the normal ‘imbalance’ of power in the doctor-patient relationship (normally favouring the 
doctor) is at times aggravated by other factors. Results from this study revealed that citizenship 
(or ethnicity) of both the patient and the physician is a highly significant factor governing the 
interaction between them, arguably even more significant than the power normally resting with 
the doctor in the doctor-patient relationship. This finding is in agreement with previous studies 
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conducted in the Gulf States that have consistently shown that citizenship is a significant factor 
in determining the individual’s interaction with the health care system (Shah et al., 1996a; 
Lasheen et al., 2009; Panduranga et al., 2010). The balance of power tends to favour the Kuwaiti 
citizen—whether a health care user or provider—in doctor-patient relationships where the other 
party is non-Kuwaiti. Citizenship therefore plays a central role in this power imbalance, which 
does not appear to be linked to social movements emphasising patient empowerment, patients’ 
rights, and shared decision-making—such as consumerism, feminism, and socialism—as in some 
other parts of the world (Goodyear-Smith & Buetow, 2001; Fochsen et al., 2006).  
The balance of power tends to favour the doctor as it plays an important role in 
facilitating the healing of patients as part of the health care process. Doctors need power to fulfil 
their professional responsibilities (Charles et al., 1999; Goodyear-Smith & Buetow, 2001). 
Disruption of the power balance in doctor-patient interactions, as found in this study, can 
therefore have a significant impact on the effectiveness of the health care process. Further, the 
disruption of the power balance between doctors and patients poses a real challenge to providing 
health care of high quality. For example, results of this study demonstrated how the dominance 
of lay beliefs over the evidence-based principles of practising medicine can lead to the provision 
of unnecessary or inappropriate care as the former prevails during the health care encounter. 
In addition, this disruption of power balance might explain the general lack of trust that 
this study showed the public has in primary care physicians and the primary care service. 
Patients are unlikely to have trust in ‘obedient’ health care professionals who do they are told. 
Patients are unlikely to trust health care professionals whom they perceive as powerless 
(Goodyear-Smith & Buetow, 2001). 
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Moreover, this disruption of power balance may also partially explain the heightened 
tensions in the interactions between doctors and patients in the primary care service. On the one 
hand, primary care physicians seemingly feel undervalued and perhaps even disrespected by 
their patients. Compared to hospital specialists, several physicians reported being generally 
perceived as ‘second-class doctors’ who are not capable of providing real medicine. In general, 
primary care physicians do not seem to have acquired the same level of social power or prestige 
that their counterparts in other levels of care have acquired by means of their professional 
knowledge and skills (Evans, 1984; Mills & Gilson, 1988; Grant & Briscoe, 2002; Hodgson, 
2007) or through the authoritarian communication style that characterise many medical 
specialties (Grant & Briscoe, 2002; Sjöström, 2006; Marks et al., 2011). 
On the other hand, there appears to be a general perception that primary care physicians 
are essentially incompetent and unprofessional and hence are undeserving of the public trust. 
This—and the perception of the primary care service as less real a medical setting—might have 
influenced the utilisation patterns of the service so that many users only use it to acquire ‘sick’  
notes or to stock up on medication. In addition, these perceptions about the primary care service 
appear to have played a role in reducing the patient-perceived cost of, for example, using the 
service at night for minor or non-urgent symptoms or for brazenly challenging primary care 
physicians’ clinical decisions. The health care encounter is unlikely to achieve its goals in an 
atmosphere of mistrust, suspicion, and scepticism (Goodyear-Smith & Buetow, 2001). 
9.5 Wasta	  –	  Favouritism,	  Nepotism,	  and	  Cronyism	  
Another important divide relates to the issues of wasta, favouritism, nepotism, and cronyism and 
their impact on challenging or maintaining the status quo of the non-meritocratic hierarchies 
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within the medical profession. Wasta appears to be used by those higher up in the power 
hierarchy as an instrument of control. The use of wasta appears to be supportive of the status 
quo, since de facto decision makers are unlikely to use their authority to the detriment of their 
own interests. Still, wasta appears to be a major source of tension between Kuwaiti physicians in 
this study, particularly those competing to fill a mid- or senior-level position within the health 
care service. It appears as if wasta is, more or less, an unspoken rule in the ‘game’ or one that 
has, undeniably, become part of the game but causes considerable stress every time it is 
exercised. In this analogy, wasta would be similar to the veto power granted to members in some 
legislative bodies. Even though it is a legal right, each time it is practised, there is a cost as the 
majority rule is overridden. 
Hence, results of this study indicate that the outcomes of rivalry and competition between 
primary care physicians tend to be decided not by meritocracy but by the physician’s citizenship 
or wasta. This practice likely leads to discrimination. This is important since previous research 
has shown that perceived workplace discrimination contributes to decreased job satisfaction, 
decreased organisational commitment, and rising levels of work-related stress and burnout 
(Valentine et al., 1999; Ensher et al., 2001; Deitch et al., 2003; Abdulghafour et al., 2011). 
There is evidence to suggest that physicians’ job satisfaction influences the quality of care they 
provide (Edward et al., 2002). The literature also suggests that there is a direct relationship 
between physician’s job satisfaction and patient satisfaction (Haas et al., 2000). 
9.6 Negative	  Public	  Image	  
Results of this study indicate that, generally, users perceive the quality of health care delivered 
by the primary care service to be inadequate. The primary care service in general appears to be 
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held in low regard by the public. Health care users perceive provider-patient communication as 
unsatisfactory. Also, providers’ failure to provide necessary preventive care and patient 
education advice might have contributed to the negative image. 
In addition, the fact that the primary care service is provided by a predominantly women 
workforce may play a role in the widespread lack of respect in the service. There is inconsistent 
and limited empirical evidence to support the claim that the physician’s female gender is 
associated with the negative public image of the primary care service (Derose et al., 2001; 
Adams, 2003; Al-Mandhary et al., 2007). It is therefore not clear whether the female gender per 
se has contributed to the poor public image of the service or the factors that made primary care 
predominantly a female physician career choice. It is worth noting, however, that the Kuwaiti 
national culture is predominantly masculine, and that men dominate a significant portion of the 
society (Hofstede et al., 2010). Masculine cultures tend to place women in a subordinate position 
to men (Hofstede, 1980a; 1991; 2001; Helman, 2007; Hofstede et al., 2010). The negative public 
image of the primary care service may therefore be related to this relative subordination of 
women in the Kuwaiti society and the fact that the service is delivered by a predominantly 
women workforce. 
Further, results of this study indicate that there is a general assumption that many primary 
care physicians have pursued a career in primary care not for reasons of professional aspiration 
but rather for the relatively controllable lifestyle that the field of primary care offers. Given this 
assumption, primary care physicians are generally perceived to be incompetent or 
unprofessional. 
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In light of the results of this study, Figure	  8 summarises the links between culture and 
health care quality. 
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Figure	  8:	  Links	  between	  culture	  and	  health	  care	  quality 	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9.7 Limitations	  of	  the	  Study	  
This study sought to gain deeper understanding of the role of culture in shaping the social 
constructions of health care quality and subsequently to expand theory. What matters, therefore, 
for such research is its significance for theory; its contribution to knowledge; and the 
transferability of its findings to other similar settings (Golafshani, 2003; Polit & Beck, 2009; 
Marshall & Rossman, 2011). Case-to-case transferability of qualitative research findings is 
arguably a form of generalisation—theoretical generalisation—with generalisability being 
understood as the applicability of research findings to other samples or populations than those 
under investigation (Polit & Hungler, 1991). Given the relatively small sample size, further 
research with a larger sample which includes stakeholders from other countries with different 
types of national cultures is needed to explore the subject in further depth. 
Second, interviews for this study were conducted in either Arabic or English. While good 
command of at least one of these two languages is fairly common in the Kuwaiti society, 
interviewing participants in their first language (for example, Hindi or Urdu) might have yielded 
richer accounts on their views and experiences. In addition, interviews conducted in Arabic were 
translated into English by the researcher, who is not a qualified translator and has not received 
any specific training as a translator. 
Third, the researcher was unable to access some of the more senior health care 
policymakers with whom prior arrangements for interviewing have been made. Several pre-
arranged interviews with senior health care managers were cancelled by the potential 
participants—sometimes at late notice due to reported commitments on their part. In other cases, 
potential participants failed to show up at the scheduled time and failed to respond to contact 
attempts by the interviewer. The implications of this limitation must be stated and recognised. 
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Access to senior health care policymakers could yield a unique or significant perspective 
regarding health care quality in the primary care service that was not reported by the study 
participants. 
9.8 Recommendations	  for	  Policy	  
These will be discussed in the following five areas: health inequalities, cultural competence, 
service delivery model, health care leadership, and awareness about the primary care service. 
9.8.1. Health	  Inequalities	  
The findings of this research indicate the existence of several factors that can contribute to health 
inequalities. This in a way antagonises the health inequality-reducing effects of the primary care. 
These factors should be sought and, if possible, rectified. 
Importantly, the fees imposed on non-citizens at the point of service act as a barrier for 
them and likely contribute to health disparities. Elimination of these fees can have a beneficial 
effect on health inequalities across segments of the population. Similarly, combining the separate 
lists of medications approved for citizens and non-citizens can also have a positive effect, 
reducing health disparities within the population. A more equitable distribution of health care 
resources across Kuwait can contribute to minimising health disparities and benefit the overall 
health status of the population. 
Further, the service could benefit from an initiative started and embraced by high-ranking 
government officials where local government-funded health care services—including the 
primary care service—rather than private or overseas health care providers, would be their 
primary source of care. This could boost public trust in the primary care service much in the 
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same way that reliance on private or overseas services as the primary source of care results in 
loss of trust in the publicly funded primary care service. In addition, this would end government 
officials’ dissociation from the recipient’s perspective of nature and quality of the very service 
they manage. 
9.8.2. Cultural	  Competence	  
The primary care service provides care to ethnically and linguistically diverse populations some 
of whom face significant barriers to care. The service should, therefore, take into consideration 
the specific cultural needs when developing or providing health care services to individuals from 
social minority groups or of disadvantaged backgrounds. Health care planners, managers, and 
providers should pay close attention to barriers to effective communication between health care 
users and providers, including language and cultural barriers. 
For example, the primary care service could benefit from the access to professional 
medical interpreter services. Introduction of such a service could be especially beneficial at 
certain primary care practices, the majority of whose users primarily speak different languages 
than are spoken or understood by health care providers. Previous research has shown that the use 
of medical interpretation services has a positive impact on reducing health disparities (Jacobs et 
al., 2001). 
Providers’ knowledge of intra- and inter-cultural group differences could help them 
provide a more culturally competent care. Directing resources to cultural competency training of 
health care providers would likely help improve the quality of care provided. Such training 
programmes should incorporate topics that enhance access to care among marginalised 
populations, including, for example, educating frontline providers about the specific health care-
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relevant cultural beliefs, needs, and preferences of these groups. In addition, pre-placement 
assessment of frontline health care providers should incorporate areas relevant to a potential 
provider’s ability to deliver culturally competent care. Also, it may be helpful to consider the 
provider’s relevant competencies and communication skills when allocating them to primary 
care practices to ensure that the highest possible quality of care can be provided. The service 
may also benefit from recruiting health care providers from similar cultural and linguistic 
backgrounds as the populations they will serve. 
In addition, one thing that could immensely benefit the primary care service, and virtually 
any other service, is listening to the service users. This is especially important in the context of 
the growing health care trends of patient-centred care, patient empowerment, and increasing 
patient participation (Crawford & Kessel, 1999; Poulton, 1999; Kizer, 2001; Marshall & 
Campbell, 2002; Flynn, 2004; Seddon & Buchanan, 2004; Sofaer & Firminger, 2005; Bridges et 
al., 2008; Holland & Hogg, 2010; Mercieca et al., 2014). An accessible, user-friendly, and 
culturally aware health care provision is a key element in a patient-centred model of care. 
Patients are thus an important stakeholder in the continuing process of health care service 
improvement (Mercieca et al., 2014). Obtaining their views and perspectives—along with those 
of health care providers and managers—are an important tool for health care service quality 
improvement (Crawford & Kessel, 1999; Sofaer & Firminger, 2005; Bate & Robert, 2006; 
Bridges et al., 2008; Mercieca et al., 2014). Involving patients in service improvement and 
service design (or redesign) ensures that they have a greater role in their own care and that health 
care services are built around their needs and expectations (Crawford & Kessel, 1999; Sofaer & 
Firminger, 2005; Bate & Robert, 2006; Mercieca et al., 2014). Patient representation in and 
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contribution to health care policy-making bodies could inform patient-focused policy making 
and, therefore, have a positive impact on health service design and development. 
Furthermore, another opportunity for improvement can be realised by establishing a 
system whereby health care users can provide feedback and file complaints easily and 
anonymously, and, importantly, whereby negative feedback and complaints are taken seriously 
by the management. Likely, such a system—if implemented properly, fairly, and transparently—
would likely curb instances of discrimination against minority groups. The effectiveness of this 
patient feedback system can be further enhanced by undertaking random clinical audits to 
critically evaluate the care provided by primary care physicians especially for delivery of 
preventive care services—an area known to be of concern in patients from disadvantaged 
backgrounds (Jacobs et al., 2001; Chambers & Wakley, 2005). 
9.8.3. Service	  Delivery	  
Based on the findings of this study relating to the walk-in model of service delivery, the 
increased demand it creates, and the role it plays in increasing health inequalities, it may be 
appropriate to abandon the walk-in service model in favour of an appointment-scheduling 
system. Such a transition would likely reduce demand and consequently reduce waiting times. In 
place of the walk-in service there could be, for instance, a doctor-led appointment service and a 
nurse-led walk-in service, with some of the current responsibilities of physicians relegated to 
nurses—including, for example, providing ‘repeat’ drug prescriptions, ordering laboratory tests, 
performing certain screening tests, and other tasks. 
An appointment-scheduling system, if properly implemented, will have an impact on 
doctor-patient interactions through increasing the power distance between primary care providers 
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and users. Restricting users’ access to the primary care service may conceivably contribute to the 
power distance between users and providers. The entire process of making an appointment, 
keeping it, and coming back to see a primary care physician may add a level of formality to the 
primary care service, thus, impacting doctor-patient power relations (St. Germaine-McDaniel, 
2010). Altering the power gradient between primary care providers and users may serve, among 
other things, to increase the patient-perceived cost of, for example, blatantly challenging medical 
decisions taken by primary care physicians. This, in turn, could help reduce inappropriate 
prescribing, inappropriate referrals, and inappropriate care in general. 
However, more research is needed in order to understand the ways in which an 
appointment-scheduling system can impact the primary care service, including its effects on 
access and wait times. More research is required to ascertain how transitioning to an appointment 
only model might impact the quality of care provided at the primary care service. 
9.8.4. Human	  Resource	  Management	  
Primary care management should play a greater role in exercising oversight function and holding 
clinicians and other frontline service providers to account. Holding to such principles as 
accountability and transparency could have a positive impact on the service, generally curbing 
wasta-driven cronyism and favouritism while encouraging performance-based meritocracy. 
Another area that can be improved towards a more open meritocracy is that of primary 
care workers’ compensation discrimination. This study found that the citizenship-based tiered 
wage system currently used have an effect on non-citizen primary care physicians’ job 
satisfaction, which could have a negative effect on the quality of care they provide (Edward et 
al., 2002; Coombs & King, 2005). Instead, equal pay for equal work or equal value may provide 
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a more equitable alternative that could reduce workplace discrimination among primary care 
workers. 
9.8.5. Raising	  Awareness	  about	  Primary	  Care	  
To improve the effectiveness of the reforms and suggested policy options set out in this 
document, the primary care service managers could work alongside the media to raise awareness 
about the primary care service. Importantly, health care managers should focus on raising public 
awareness on what the primary care service is and is not. This should inform the public on key 
issues related to primary care utilisation, including when—and when not—to see a physician; 
when to treat oneself at home and how; and when to question primary care physicians’ treatment 
plan and how. Heightened awareness about these issues can help reduce unnecessary and 
inappropriate use of the primary care service. 
Furthermore, primary care physicians may find it useful to launch (via, for example, the 
national professional body for primary care physicians) a campaign directed at the public at large 
to raise awareness about the role of primary care in the health care system; the importance of 
primary care for the provision of preventive care; and the nature of training and professional 
qualifications of primary care physicians. Public awareness about these topics may have a 
positive impact on the public image of the primary care service and its physicians, which could 
influence doctor-patient communication and power relations.  
9.9 Recommendations	  for	  Further	  Research	  
Several issues raised in this study warrant further exploration. Research is needed to investigate 
factors that influence provider-patient communication in high-power distance settings and where 
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provider and patient are from different ethnic or cultural backgrounds. In particular, further 
empirical research is needed to examine the ways in which ‘power imbalance’ in the doctor-
patient relationship might impact the quality of care provided. This may be particularly useful in 
scenarios where there is a reversal of the normal ‘imbalance’ of power in favour of the patient. 
Special consideration should be given to how such an imbalance might influence clinical 
decision making, patient trust, and health care quality. 
Research is also needed to study the impact of receiving care for stigmatised illness 
episodes from a culturally discordant health care provider on continuity of care, medical 
recording, and quality of care. 
Furthermore, there is potential to evaluate how an appointment-scheduling system can 
impact the primary care service particularly in a high-power distance context like Kuwait. 
Special consideration should be given to the effects of such a system on access to and use of the 
health care service, especially by vulnerable groups. Consideration should also be given to the 
impact of such a system on the quality of care, the provision of preventive care, overprescribing 
behaviour, and the provision inappropriate care in general. 
In addition, further investigation is warranted in order to conclude whether the female 
gender per se is associated with lower levels of respect or regard to the primary care service—
being provided by a predominantly women workforce. 
Additional research is also required to assess and evaluate the quality of health care 
provided by the primary care service. The primary care service should consider undertaking 
clinical audits to evaluate the appropriateness, comprehensiveness, and cultural suitability of care 
provided by its physicians.  
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9.10 Conclusion	  
This thesis has examined the role of national culture in the social constructions of health care 
quality in the Kuwaiti primary care service. The thesis has demonstrated the influence of national 
culture, particularly the dimension of power distance. Perceived health care quality in primary 
care appears to significantly be influenced by perceptions of power differential between health 
care providers and users. Citizenship, a significant determinant of social power in Kuwait, seems 
to be a major factor influencing the perceptions of health care quality. Cultural factors appear to 
influence perceptions of health care quality in both the descriptive and prescriptive domains 
independently. 
Overall, the high-power distance dimension of the Kuwaiti culture appears to impact the 
social constructions of health care quality on a number of levels: firstly, at the level of the 
individual doctor-patient communication and direct patient care, where the patient’s own 
perception of medical need often influences the actual clinical care decisions made by the 
treating primary care physician; secondly, at the level of the primary care institution, where 
perceptions of power differentials across social groups seem to contribute to prejudice and 
discrimination against the less powerful groups; and thirdly, at the level of the Kuwaiti society at 
large, where low perceived power of primary care professionals appears to be a factor in building 
the negative public image of and low level of trust in the primary care service. 
Overall, this thesis suggests that national culture has an important impact on the social 
constructions of health care quality. The power distance aspect of Kuwaiti culture affects how 
primary care services are resourced, delivered and perceived by the various stakeholders.  
  
 
 223	  
References	  
Álvarez,	  A.,	  Pagani,	  M.	  &	  Meucci,	  P.	  (2012).	  The	  Clinical	  Application	  of	  the	  Biopsychosocial	  Model	  in	  
Mental	  Health:	  A	  Research	  Critique.	  American	  Journal	  of	  Physical	  Medicine	  &	  Rehabilitation,	  91(13),	  
pp.S173-­‐80.	  
Aarts,	  B.,	  Chalker,	  S.	  &	  Weiner,	  E.	  (2014).	  Oxford	  Dictionary	  of	  English	  Grammar.	  2nd	  ed.	  Oxford:	  Oxford	  
University	  Press.	  
Abdalla,	  I.	  &	  Al-­‐Homoud,	  M.	  (1995).	  A	  Survey	  of	  Management	  Training	  amd	  Development	  Practices	  in	  
the	  State	  of	  Kuwait.	  Journal	  of	  Management	  Development,	  14(3),	  pp.14-­‐25.	  
Abdelmabood,	  H.	  (2013).	  Dr	  Al-­‐Watyan:	  24	  additional	  primary	  care	  practices	  by	  2017.	  Al-­‐Anbaa	  
Newspaper,	  12	  November.	  p.22.	  
Abdulghafour,	  Y.,	  Bo-­‐Hamra,	  A.,	  Al-­‐Randi,	  M.,	  Kamel,	  M.	  &	  El-­‐Shazly,	  M.	  (2011).	  Burnout	  Syndrome	  
among	  Physicians	  Working	  in	  Primary	  Health	  Care	  Centers	  in	  Kuwait.	  Alexandria	  Journal	  of	  Medicine,	  47,	  
pp.351-­‐57.	  
Abdullah,	  A.	  (2012).	  The	  Minister	  of	  Health	  outlines	  his	  priorities	  to	  improve	  health	  care	  services.	  Al-­‐
Anbaa	  Newspaper,	  26	  February.	  p.13.	  
Abyad,	  A.,	  Al-­‐Baho,	  A.,	  Unluoglu,	  I.,	  Tarawneh,	  M.	  &	  Al	  Hilfy,	  T.	  (2007).	  Development	  of	  Family	  Medicine	  
in	  the	  Middle	  East.	  Family	  Medicine,	  39(10),	  pp.736-­‐41.	  
Adams,	  K.	  (2003).	  Patient	  Choice	  of	  Provider	  Gender.	  Journal	  of	  the	  American	  Medical	  Women's	  
Association,	  58(2),	  pp.117-­‐19.	  
Adler,	  R.	  &	  Rodman,	  G.	  (2006).	  Understanding	  Human	  Communication.	  Oxford:	  Oxford	  University	  Press.	  
Agostinho,	  S.	  (2004).	  Naturalistic	  Inquiry	  in	  E-­‐Learning	  Research.	  Available	  at:	  	  	  HYPERLINK	  
"http://www.ualberta.ca/~iiqm/backissues/4_1/pdf/agostinho.pdf"	  	  
http://www.ualberta.ca/~iiqm/backissues/4_1/pdf/agostinho.pdf	  	  (Accessed	  10	  May	  2012).	  
Ahmed,	  R.	  (2007).	  Assessing	  the	  Role	  of	  Cultural	  Differences	  on	  Health	  Care	  Receivers'	  Perceptions	  of	  
Health	  Care	  Providers'	  Cultural	  Competence	  in	  Health	  Care	  Interactions.	  PhD	  Dissertation.	  Athens,	  OH:	  
Onio	  University.	  
Akbar,	  A.	  (2003).	  Patient	  Information	  System	  for	  National	  Health	  Care:	  An	  Intranet	  Internet-­‐Based	  Model	  
for	  the	  State	  of	  Kuwait.	  PhD	  Thesis.	  Leeds,	  England:	  University	  of	  Leeds.	  
Al	  Sharafi,	  G.	  (2009).	  Healthcare	  Sector:	  Kuwait.	  Kuwait	  City,	  Kuwait:	  British	  Embassy.	  
Al	  Suwaidi,	  M.	  (2008).	  When	  an	  Arab	  Executive	  Says	  "Yes":	  Identifying	  Different	  Collectivistic	  Values	  that	  
Influence	  the	  Arabian	  Decision-­‐Making	  Process.	  MS	  Thesis.	  Philadelphia,	  PA:	  University	  of	  Pennsylvania.	  
 
 224	  
Alajmi,	  S.,	  Dennis,	  C.	  &	  Altayab,	  Y.	  (2011).	  The	  Effect	  of	  National	  Culture	  on	  Service	  Provision	  within	  
Takaful	  Industry:	  A	  Comparative	  Study	  in	  Kuwait	  and	  Egypt.	  Journal	  of	  Islamic	  Marketing,	  2(3),	  pp.225-­‐
45.	  
Al-­‐Assaf,	  A.	  (ed.)	  (2001).	  Health	  Care	  Quality:	  An	  International	  Perspective.	  New	  Delhi,	  India:	  World	  
Health	  Organization,	  SEARO.	  
Al-­‐Baho,	  A.	  &	  Serour,	  M.	  (2007).	  Development	  of	  the	  Family	  Practice	  Specialty	  Training	  Program	  over	  a	  
20-­‐Year	  Period	  (1983-­‐2002)	  in	  Kuwait.	  Bulletin	  of	  the	  Kuwaiti	  Institute	  for	  Medical	  Specialization,	  6,	  
pp.26-­‐30.	  
Alessa,	  S.	  (1981).	  The	  Manpower	  Problem	  in	  Kuwait.	  London:	  Kegan	  Paul.	  
Al-­‐Hay,	  A.,	  Boresli,	  M.	  &	  Shaltout,	  A.	  (1997).	  The	  Utilization	  of	  a	  Paediatric	  Emergency	  Room	  in	  a	  General	  
Hospital	  in	  Kuwait.	  Annals	  of	  Tropical	  Paediatrics,	  17,	  pp.387-­‐95.	  
Ali,	  A.	  (1996).	  Organizational	  Development	  in	  the	  Arab	  World.	  Journal	  of	  Management	  Development,	  
15(5),	  pp.4-­‐21.	  
Al-­‐Jarallah,	  K.	  (2008).	  Postgraduate	  Specialization	  in	  Kuwait:	  Trends	  and	  Directions	  for	  Development.	  
Bulletin	  of	  the	  Kuwait	  Institute	  for	  Medical	  Specialization,	  7,	  pp.1-­‐2.	  
Al-­‐Jarallah,	  K.	  &	  Moussa,	  M.	  (2002).	  Pattern	  of	  Postgraduate	  Specialization	  of	  Kuwaiti	  Medical	  Graduates	  
Throughout	  the	  Last	  30	  Years.	  Bulletin	  of	  Kuwat	  Institute	  for	  Medical	  Specialization,	  1,	  pp.2-­‐7.	  
Al-­‐Jarallah,	  K.	  &	  Moussa,	  M.	  (2003).	  Specialty	  Choices	  of	  Kuwaiti	  Medical	  Graduates	  during	  the	  Last	  
Three	  Decades.	  The	  Journal	  of	  Continuing	  Education	  in	  Health	  Professions,	  23,	  pp.94-­‐100.	  
Al-­‐Jarallah,	  K.,	  Moussa,	  M.	  &	  Al-­‐Khanfar,	  K.	  (2010).	  The	  Physician	  Workforce	  in	  Kuwait	  to	  the	  Year	  2020.	  
International	  Journal	  of	  Health	  Planning	  and	  Management,	  25,	  pp.49-­‐62.	  
al-­‐Jasser,	  H.	  (2012).	  2/3	  Kuwait	  Population	  Foreign,	  Half	  from	  Indian	  Subcontinent.	  Al	  Hayat,	  30	  March.	  
p.14.	  
Al-­‐Juhaim,	  O.	  (2008).	  An	  Empirical	  Investigation	  of	  the	  Cultural	  Impact	  on	  Consumer	  Perception	  and	  
Attitude	  Towards	  Advertising.	  PhD	  Dissertation.	  University	  of	  Huddersfield.	  
Al-­‐Kandari,	  A.,	  Al-­‐Assomi,	  F.,	  Al-­‐Saqabi,	  A.	  &	  El-­‐Shazly,	  M.	  (2008).	  Frequent	  Attenders	  at	  a	  Primary	  Health	  
Care	  Center	  in	  Kuwait.	  Kuwait	  Medical	  Journal,	  40(1),	  pp.18-­‐24.	  
Al-­‐Kazemi,	  A.	  &	  Ali,	  A.	  (2001).	  Managerial	  Problems	  in	  Kuwait.	  Journal	  of	  Management	  Development,	  
21(5),	  pp.366-­‐75.	  
Al-­‐Mandhary,	  A.,	  Al-­‐Zakwani,	  I.	  &	  Afifi,	  M.	  (2007).	  Primary	  Health	  Care	  Consumers'	  Acceptance,	  Trust	  
and	  Gender	  Preferences	  towards	  Omani	  Doctors.	  Oman	  Medical	  Journal,	  22(3),	  pp.51-­‐56.	  
 
 225	  
Al-­‐Moosa,	  A.,	  Al-­‐Shaiji,	  J.,	  Al-­‐Fadhli,	  A.,	  Al-­‐Bayed,	  K.	  &	  Adib,	  S.	  (2003).	  Pediatricians'	  Knowledge,	  
Attitudes	  and	  Experience	  Regarding	  Child	  Maltreatment	  in	  Kuwait.	  Child	  Abuse	  &	  Neglect,	  27,	  pp.1161-­‐
78.	  
Al-­‐Naser,	  F.	  &	  Sandman,	  M.	  (2000).	  Evaluating	  Resiliency	  Patterns	  Using	  the	  ER89:	  A	  Case	  Study	  from	  
Kuwait.	  Social	  Behavior	  and	  Personality,	  28(5),	  pp.505-­‐14.	  
Al-­‐Omari,	  J.	  (2013).	  Understanding	  Arab	  Culture:	  A	  practical	  Cross-­‐Cultural	  Guide	  to	  Working	  in	  the	  Arab	  
World.	  2nd	  ed.	  Begbroke,	  England:	  How	  To	  Books.	  
Alpert,	  J.	  &	  Charney,	  E.	  (1973).	  The	  Education	  of	  Physicians	  for	  Primary	  Care.	  Rockville,	  MD:	  Bureau	  of	  
Health	  Services	  Research.	  
al-­‐Rajhi,	  J.	  (2010).	  Kuwait	  presents	  its	  experience	  in	  strengthening	  primary	  care-­‐centred	  health	  systems.	  
Al-­‐Watan	  Newspaper,	  p.8.	  
al-­‐Rajhi,	  J.	  (2011).	  MOH	  Undecsecretary:	  We're	  implementing	  accreditation	  and	  quality	  systems.	  Al-­‐
Watan	  Newspaper,	  29	  November.	  p.4.	  
AlShalfan,	  S.	  (2013).	  The	  Right	  to	  Housing	  in	  Kuwait:	  An	  Urban	  Injustice	  in	  a	  Socially	  Just	  System.	  London:	  
Kuwait	  Programme	  on	  Development,	  Governance	  and	  Globalisation	  in	  the	  Gulf	  States	  London	  School	  of	  
Economics	  and	  Political	  Science.	  
Al-­‐Shammari,	  D.	  (2008).	  Minister	  of	  health	  plans	  to	  solve	  the	  problem	  of	  migrating	  doctors.	  Aljarida	  
Newspaper,	  16	  January.	  p.2.	  
Al-­‐Suwaihel,	  O.	  (2009).	  Kuwaiti	  Female	  Leaders'	  Perspectives:	  The	  Influence	  of	  Culture	  on	  their	  
Leadership	  in	  Organizations.	  PhD	  Dissertation.	  Fort	  Collins,	  CO:	  Colorado	  State	  University.	  
Al-­‐Waqfi,	  M.	  &	  Forstenlechner,	  I.	  (2012).	  Of	  Private	  Sector	  Fear	  and	  Prejudice:	  The	  Case	  of	  Young	  
Citizens	  in	  an	  Oil-­‐Rich	  Arabian	  Gulf	  Economy.	  Personnel	  Review,	  41(5),	  pp.609-­‐29.	  
American	  Nurses	  Association	  (1998).	  Discrimination	  and	  Racism	  in	  Health	  Care.	  Available	  at:	  	  	  HYPERLINK	  
"http://nursingworld.org/gm-­‐node/33750"	  	  http://nursingworld.org/gm-­‐node/33750	  	  (Accessed	  16	  
August	  2014).	  
Andersen,	  R.	  (1995).	  Revisiting	  the	  Behavioral	  Model	  and	  Access	  to	  Medical	  Care:	  Does	  it	  Matter?	  
Journal	  of	  Health	  and	  Social	  Behavior,	  36(1),	  pp.1-­‐10.	  
Anderson,	  L.,	  Scrimshaw,	  S.,	  Fullilove,	  M.,	  Fielding,	  J.,	  Normand,	  J.	  &	  Task	  Force	  on	  Community	  
Preventive	  Services	  (2003).	  Culturally	  Competent	  Healthcare	  Systems:	  A	  Systematic	  Review.	  American	  
Journal	  of	  Preventive	  Medicine,	  24(3S),	  pp.68-­‐79.	  
Annas,	  G.	  (2008).	  The	  Art	  of	  Medicine:	  Doctors	  and	  Lawyers	  and	  Wolves.	  Lancet,	  371,	  pp.1832-­‐33.	  
Armstrong,	  J.	  (1999).	  Morality,	  Ethics,	  and	  Radiologists'	  Responsibilities.	  American	  Journal	  of	  
Roentgenology,	  173,	  pp.279-­‐84.	  
 
 226	  
Aronson,	  J.	  (1994).	  A	  Pragmatic	  View	  of	  Thematic	  Analysis.	  Available	  at:	  	  	  HYPERLINK	  
"http://www.nova.edu/ssss/QR/BackIssues/QR2-­‐1/aronson.html"	  	  
http://www.nova.edu/ssss/QR/BackIssues/QR2-­‐1/aronson.html	  	  (Accessed	  3	  May	  2011).	  may	  need	  
manual	  editing.	  
Arrow,	  K.J.	  (1963).	  Uncertainty	  and	  the	  Welfare	  Economics	  of	  Medical	  Care.	  The	  American	  Economic	  
Review,	  LIII(5),	  pp.941-­‐73.	  
Asser,	  M.	  &	  Hodges,	  S.	  (2010).	  Dilemmas	  of	  Culture	  and	  Marketing	  Strategy.	  CPA	  Practice	  Management	  
Forum,	  pp.5-­‐10.	  
Axon,	  A.,	  Hassan,	  M.,	  Niv,	  Y.,	  Beglinger,	  C.	  &	  Rokkas,	  T.	  (2008).	  Ethical	  and	  Legal	  Implications	  in	  Seeking	  
and	  Providing	  a	  Second	  Medical	  Opinion.	  Digestive	  Diseases,	  26(1),	  pp.11-­‐17.	  
Ayyildiz,	  H.	  &	  Cengiz,	  E.	  (2007).	  Country	  Image	  Effect	  on	  Customer	  Loyalty	  Model.	  Innovative	  Marketing,	  
3(2),	  pp.44-­‐64.	  
Babakus,	  E.	  &	  Mangold,	  W.	  (1992).	  Adapting	  the	  SERVQUAL	  Scale	  to	  Hospital	  Services:	  An	  Empirical	  
Investigation.	  Health	  Services	  Research,	  26(6),	  pp.767-­‐86.	  
Baker,	  R.	  (1988).	  Practice	  Assessment	  and	  Quality	  of	  Care.	  Occasional	  Paper	  39.	  London:	  Royal	  College	  of	  
General	  Practitioners.	  
Bate,	  P.	  &	  Robert,	  G.	  (2006).	  Experience-­‐Based	  Design:	  From	  Redesigning	  the	  System	  Around	  the	  Patient	  
to	  Co-­‐Designing	  Services	  with	  the	  Patient.	  Quakuty	  &	  Safety	  in	  Health	  Care,	  15,	  pp.307-­‐10.	  
Batniji,	  R.,	  Khatib,	  L.,	  Cammett,	  M.,	  Sweet,	  J.,	  Basu,	  S.,	  Jamal,	  A.,	  Wise,	  P.	  &	  Giacaman,	  R.	  (2014).	  
Governance	  and	  Health	  in	  the	  Arab	  World.	  Lancet.	  
Beach,	  M.,	  Keruly,	  J.	  &	  Moore,	  R.	  (2006).	  Is	  the	  Quality	  of	  the	  Patient-­‐Provider	  Relationship	  Associated	  
with	  Better	  Adherence	  and	  Health	  Outcomes	  for	  Patients	  with	  HIV?	  Journal	  of	  General	  Internal	  
Medicine,	  21,	  pp.661-­‐65.	  
Beasley,	  J.,	  Starfield,	  B.,	  van	  Weel,	  C.,	  Rosser,	  W.	  &	  Haq,	  C.	  (2007).	  Global	  Health	  and	  Primary	  Care	  
Research.	  Journal	  of	  American	  Board	  of	  Family	  Medicine,	  20(6),	  pp.518-­‐26.	  
Beitman,	  B.,	  Williamson,	  P.,	  Featherstone,	  H.	  &	  Katon,	  W.	  (1982).	  Resistance	  to	  Physician	  Use	  of	  the	  
Biopsychosocial	  Model.	  General	  Hospital	  Psychiatry,	  4(1),	  pp.81-­‐83.	  
Benson,	  L.	  (2006).	  Healthcare	  Systems:	  An	  Overview	  of	  Health	  Service	  Provision	  and	  Service	  Delivery,	  in	  
K.	  Walshe	  &	  J.	  Smith	  (eds.)	  Healthcare	  Management.	  Maidenhead:	  Open	  University	  Press.	  pp.53-­‐72.	  
Berger,	  P.	  &	  Luckmann,	  T.	  (1966).	  The	  Social	  Construction	  of	  Reality:	  A	  Treatise	  in	  the	  Sociology	  of	  
Knowledge.	  New	  York,	  NY:	  Penguin	  Books.	  
Berry,	  L.L.	  (1980).	  Services	  Marketing	  is	  Different.	  Business	  Horizons,	  May-­‐June,	  pp.24-­‐29.	  
 
 227	  
Berry,	  L.L.	  &	  Bendapudi,	  N.	  (2003).	  Clueing	  in	  Customers.	  Harvard	  Business	  Review,	  81(2),	  pp.100-­‐06.	  
Betancourt,	  J.	  (2004).	  Becoming	  a	  Physician:	  Cultural	  Competence?	  Marginal	  or	  Mainstream	  Movement?	  
The	  New	  England	  Journal	  of	  Medicine,	  351,	  pp.935-­‐55.	  
Betancourt,	  J.,	  Green,	  A.,	  Carillo,	  J.	  &	  Ananeh-­‐Firempong,	  O.	  (2003).	  Defining	  Cultural	  Competence:	  A	  
Practical	  Framework	  for	  Addressing	  Racial/Ethnic	  Disparities	  in	  Health	  and	  Health	  Care.	  Public	  Health	  
Reports,	  118(4),	  pp.293-­‐302.	  
Betancourt,	  J.,	  Green,	  A.,	  Carrillo,	  E.	  &	  Park,	  E.	  (2005).	  Cultural	  Competence	  and	  Health	  Care	  Disparities:	  
Key	  Perspectives	  and	  Trends.	  Health	  Affairs,	  24(2),	  pp.499-­‐505.	  
Bethell,	  C.,	  Carter,	  K.,	  Lansky,	  D.,	  Latzke,	  B.	  &	  Gowen,	  K.	  (2003).	  Measuring	  and	  Interpreting	  Health	  Care	  
Quality	  Across	  Culturally-­‐Diverse	  Populations:	  A	  Focus	  on	  Consumer-­‐Reported	  Indicators	  of	  Health	  Care	  
Quality.	  Portland,	  OR:	  Foundation	  for	  Accountability	  Child	  and	  Adolescent	  Health	  Measurement	  
Initiative	  (CAHMI).	  
Birks,	  M.,	  Chapman,	  Y.	  &	  Francis,	  K.	  (2008).	  Memoing	  in	  Qualitative	  Research:	  Probing	  Data	  and	  
Processes.	  Journal	  of	  Research	  in	  Nursing,	  13,	  pp.68-­‐75.	  
Birks,	  J.	  &	  Sinclair,	  C.	  (1980).	  Arab	  Manpower:	  The	  Crisis	  of	  Development.	  London:	  Croom	  Helm.	  
Blackwell,	  R.,	  Miniard,	  P.	  &	  Engel,	  J.	  (2001).	  Consumer	  Behavior.	  9th	  ed.	  Fort	  Worth,	  TX:	  Harcourt	  College	  
Publishers.	  
Blanke,	  J.	  &	  Chiesa,	  T.	  (eds.)	  (2013).	  The	  Travel	  &	  Tourism	  Competitiveness	  Report	  2013:	  Reducing	  
Barriers	  to	  Economic	  Growth	  and	  Job	  Creation.	  Geneva:	  World	  Economic	  Forum.	  
Blumenthal,	  D.	  (1996).	  Part	  1:	  Quality	  of	  Care	  —	  What	  is	  It?	  New	  England	  Journal	  of	  Medicine,	  335(12),	  
pp.891-­‐94.	  
Blumenthal,	  D.,	  Mort,	  E.	  &	  Edwards,	  J.	  (1995).	  The	  Efficacy	  of	  Primary	  Care	  for	  Vulnerable	  Population	  
Groups.	  Health	  Services	  Research,	  30(1),	  pp.253-­‐73.	  
Boaden,	  R.	  (2006).	  Quality	  Improvement	  in	  Healthcare,	  in	  Walshe,	  K.	  &	  Smith,	  J.	  Healthcare	  
Management.	  Maidenhead:	  Open	  University	  Press.	  pp.454-­‐78.	  
Boeije,	  H.	  (2002).	  A	  Purposeful	  Approach	  to	  the	  Constant	  Comparative	  Method	  in	  the	  Analysis	  of	  
Qualitative	  Interviews.	  Quality	  &	  Quantity,	  36,	  pp.391-­‐409.	  
Bolton,	  R.N.	  &	  Drew,	  J.H.	  (1991).	  A	  Longitudinal	  Analysis	  of	  the	  Impact	  of	  Service	  Change	  on	  Customer	  
Attitudes.	  Journal	  of	  Marketing,	  55(January),	  pp.1-­‐9.	  
Bond,	  R.	  &	  Smith,	  P.	  (1996).	  Culture	  and	  Conformity:	  A	  Meta-­‐Analysis	  of	  Studies	  using	  Asch's	  (1952b,	  
1956)	  Line	  Judgment	  Task.	  Psychological	  Bulletin,	  119(1),	  pp.111-­‐37.	  
 
 228	  
Bowen,	  G.	  (2006).	  Grounded	  Theory	  and	  Sensitizing	  Concepts.	  Available	  at:	  	  	  HYPERLINK	  
"http://www.ualberta.ca/~iiqm/backissues/5_3/pdf/bowen.pdf"	  	  
http://www.ualberta.ca/~iiqm/backissues/5_3/pdf/bowen.pdf	  	  (Accessed	  11	  May	  2012).	  
Bowen,	  G.	  (2008).	  Naturalistic	  Inquiry	  and	  the	  Saturation	  Concept:	  A	  Research	  Note.	  Qualitative	  
Research,	  8(1),	  pp.137-­‐52.	  
Boyatzis,	  R.	  (1998).	  Transforming	  Qualitative	  Information:	  Thematic	  Analysis	  and	  Code	  Development.	  
Thousand	  Oaks,	  CA:	  Sage.	  
Bradley,	  E.,	  Curry,	  L.	  &	  Devers,	  K.	  (2007).	  Qualitative	  Data	  Analysis	  for	  Health	  Services	  Research:	  
Developing	  Taxonomy,	  Themes,	  and	  Theory.	  Health	  Services	  Research,	  42(4),	  pp.1758-­‐72.	  
Braun,	  V.	  &	  Clarke,	  V.	  (2006).	  Using	  Thematic	  Analysis	  in	  Psychology.	  Qualitative	  Research	  in	  Psychology,	  
3(2),	  pp.77-­‐101.	  
Bridges,	  J.,	  Loukanova,	  S.	  &	  Carrera,	  P.	  (2008).	  Patient	  Empowerment	  in	  Health	  Care,	  in	  G.	  Carrin,	  K.	  
Buse,	  H.	  Kristian	  Heggenhougen	  &	  S.	  Quah	  (eds.)	  Health	  Systems	  Policy,	  Finance	  and	  Organization.	  
Oxford:	  Academic	  Press.	  pp.370-­‐80.	  
Britten,	  N.	  (1995).	  Qualitative	  Research:	  Qualitative	  Interviews	  in	  Medical	  Research.	  British	  Medical	  
Journal,	  311(6999),	  pp.251-­‐53.	  
Britten,	  N.,	  Jones,	  R.,	  Murphy,	  E.	  &	  Stacy,	  R.	  (1995).	  Qualitative	  Research	  Methods	  in	  General	  Practice	  
and	  Primary	  Care.	  Family	  Practice,	  12(1),	  pp.104-­‐14.	  
Brochmann,	  G.	  (1993).	  Middle	  East	  Avenue:	  Female	  Migration	  from	  Sri	  Lanka	  to	  the	  Gulf.	  Boulder,	  CO:	  
Westview	  Press.	  
Brook,	  R.,	  McGlynn,	  E.	  &	  Cleary,	  P.	  (1996).	  Quality	  of	  Health	  Care:	  Part	  2:	  Measuring	  Quality	  of	  Care.	  The	  
New	  England	  Journal	  of	  Medicine,	  335,	  pp.966-­‐70.	  
Brook,	  R.,	  McGlynn,	  E.	  &	  Shekelle,	  P.	  (2000).	  Defining	  and	  Measuring	  Quality	  of	  Care:	  A	  Perspective	  from	  
US	  Researchers.	  International	  Journal	  for	  Quality	  in	  Health	  Care,	  12(4),	  pp.281-­‐95.	  
Bruce,	  J.	  (1990).	  Fundamental	  Elements	  of	  the	  Quality	  of	  Care:	  A	  Simple	  Framework.	  Studies	  in	  Family	  
Planning,	  21(2),	  pp.61-­‐91.	  
Bryman,	  A.	  &	  Burgess,	  R.	  (1994).	  Developments	  in	  Qualitative	  Data	  Analysis:	  An	  Introduction,	  in	  A.	  
Bryman	  &	  R.	  Burgess	  (eds.)	  Analyzing	  Qualitative	  Data.	  New	  York,	  NY:	  Routledge.	  pp.1-­‐17.	  
Budhwar,	  P.	  &	  Mellahi,	  K.	  (eds.)	  (2006).	  Managing	  Human	  Resources	  in	  the	  Middle	  East.	  New	  York,	  NY:	  
Routledge.	  
Burgmann,	  I.,	  Kitchen,	  P.	  &	  Williams,	  R.	  (2006).	  Does	  Culture	  Matter	  on	  the	  Web?	  Marketing	  Intelligence	  
&	  Planning,	  24(1),	  pp.62-­‐76.	  
 
 229	  
Burns,	  N.	  &	  Grove,	  S.	  (2005).	  The	  Practice	  of	  Nursing	  Research:	  Conduct,	  Critique,	  and	  Utilization.	  5th	  ed.	  
St.	  Louis,	  MO:	  Elsevier	  Saunders.	  
Burr,	  V.	  (2003).	  Social	  Constructionism.	  2nd	  ed.	  London:	  Routledge.	  
Buttell,	  P.,	  Hendler,	  R.	  &	  Daley,	  J.	  (2008).	  Quality	  in	  Healthcare:	  Concepts	  and	  Practice,	  in	  K.	  Cohn	  &	  D.	  
Hough	  (eds.)	  The	  Business	  of	  Healthcare:	  Volume	  3,	  Improving	  Systems	  of	  Care.	  Westport,	  CT:	  Praeger	  
Perspectives.	  pp.61-­‐94.	  
Buttle,	  F.	  (1996).	  SERVQUAL:	  Review,	  Critique,	  Research	  Agenda.	  European	  Journal	  of	  Marketing,	  30(1),	  
pp.8-­‐32.	  
Calnan,	  M.	  (1988).	  Lay	  Evaluation	  of	  Medicine	  and	  Medical	  Practice:	  Report	  of	  a	  Pilot	  Study.	  
International	  Journal	  of	  Health	  Services,	  18(2),	  pp.311-­‐22.	  
Camilleri,	  D.	  &	  O'Callaghan,	  M.	  (1998).	  Comparing	  Public	  and	  Private	  Hospital	  Care	  Service	  Quality.	  
International	  Journal	  of	  Health	  Care	  Quality	  Assurance,	  11(4),	  pp.127-­‐33.	  
Campbell,	  S.,	  Braspenning,	  J.,	  Hutchinson,	  A.	  &	  Marshall,	  M.	  (2002).	  Research	  Methods	  Used	  in	  
Developing	  and	  Applying	  Quality	  Indicators	  in	  Primary	  Care.	  Quality	  &	  Safety	  in	  Healthcare,	  11,	  pp.358-­‐
64.	  
Campbell,	  S.M.,	  Roland,	  M.O.	  &	  Buetow,	  S.A.	  (2000).	  Defining	  Quality	  of	  Care.	  Social	  Science	  &	  Medicine,	  
51,	  pp.1611-­‐25.	  
Campbell,	  S.,	  Roland,	  M.	  &	  Buetow,	  S.	  (2000).	  Defining	  Quality	  of	  Care.	  Social	  Science	  &	  Medicine,	  51,	  
pp.1611-­‐25.	  
Carayon,	  P.,	  Hundt,	  A.,	  Karsh,	  B.,	  Gurses,	  A.,	  Alvarado,	  C.,	  Smith,	  M.	  &	  Brennan,	  P.	  (2006).	  Work	  System	  
Design	  for	  Patient	  Safety:	  The	  SEIPS	  Model.	  Quality	  and	  Safety	  in	  Health	  Care,	  15(Suppl	  I),	  pp.i50-­‐58.	  
Carillo,	  J.,	  Green,	  A.	  &	  Betancourt,	  J.	  (1999).	  Cross-­‐Cultural	  Primary	  Care:	  A	  Patient-­‐Based	  Approach.	  
Annals	  of	  Internal	  Medicine,	  130,	  pp.829-­‐34.	  
Carman,	  J.	  (1990).	  Consumer	  Perceptions	  of	  Service	  Quality:	  an	  Assessment	  of	  the	  SERVQUAL	  
Dimensions.	  Journal	  of	  Retailing,	  66(1),	  pp.33-­‐55.	  
Cartwright,	  J.	  (1999).	  Cultural	  Transformation:	  Nine	  Factors	  for	  Improving	  the	  Soul	  of	  Your	  Business.	  
London:	  Pearson	  Education	  Limited.	  
Cassell,	  F.	  (1995).	  Illness	  and	  Disease,	  in	  The	  Healer's	  Art.	  Cambridge,	  MA:	  MIT	  Press.	  pp.47-­‐83.	  
Castle,	  N.	  &	  Ferguson,	  J.	  (2010).	  What	  Is	  Nursing	  Home	  Quality	  and	  How	  Is	  It	  Measured?	  The	  
Gerontologist,	  50(4),	  pp.426-­‐42.	  
Castro,	  F.,	  Barrera	  Jr,	  M.	  &	  Steiker,	  L.	  (2010).	  Issues	  and	  Challenges	  in	  the	  Design	  of	  Culturally	  Adapted	  
Evidence-­‐Based	  Interventions.	  Annual	  Review	  of	  Clinical	  Psychology,	  6,	  pp.213-­‐39.	  
 
 230	  
Central	  Statistical	  Bureau	  (2010).	  Annual	  Statistical	  Abstract.	  47th	  ed.	  Kuwait	  City,	  Kuwait.	  
Central	  Statistical	  Bureau	  (2011).	  Annual	  Statistical	  Abstract.	  48th	  ed.	  Kuwait	  City,	  Kuwait.	  
Central	  Statistical	  Bureau	  (2012).	  Statistical	  Review	  2012.	  35th	  ed.	  Kuwait	  City,	  Kuwait.	  
Chalcraft,	  J.	  (2010).	  Monarchy,	  Migration,	  and	  Hegemony	  in	  the	  Arabian	  Peninsula.	  Research	  Paper.	  
London:	  Kuwait	  Programme	  on	  Development,	  Governance	  and	  Globalisation	  in	  the	  Gulf	  States.	  
Chambers,	  R.	  &	  Wakley,	  G.	  (2005).	  Clinical	  Audit	  in	  Primary	  Care.	  Abingdon,	  England:	  Radcliffe.	  
Charles,	  C.,	  Gafni,	  A.	  &	  Whelan,	  T.	  (1999).	  Decision-­‐making	  in	  the	  Physician-­‐Patient	  Encounter:	  Revisiting	  
the	  Shared	  Treatment	  Decision-­‐Making	  Model.	  Social	  Science	  &	  Medicine,	  49(5),	  pp.651-­‐61.	  
Charmaz,	  K.	  (2006).	  Constructing	  Grounded	  Theory:	  A	  Practical	  Guide	  Through	  Qualitative	  Analysis.	  
Thousand	  Oaks,	  CA:	  Sage.	  
Chow,	  A.,	  Mayer,	  E.,	  Darzi,	  A.	  &	  Athanasiou,	  T.	  (2009).	  Patient-­‐Reported	  Outcome	  Measures:	  The	  
Importance	  of	  Patient	  Satisfaction	  in	  Surgery.	  Surgery,	  146(3),	  pp.435-­‐43.	  
Clewes,	  D.	  (2003).	  A	  Student-­‐Centred	  Conceptual	  Model	  of	  Service	  Quality	  in	  Higher	  Education.	  Quality	  
in	  Higher	  Education,	  9(1),	  pp.69-­‐85.	  
Collier,	  D.A.	  (1987).	  The	  Customer	  Service	  and	  Quality	  Challenge.	  The	  Service	  Industries	  Journal,	  7(1),	  
pp.77-­‐90.	  
Conrad,	  M.	  &	  Pacquiao,	  D.	  (2005).	  Manifestation,	  Attribution,	  and	  Coping	  with	  Depression	  among	  Asian	  
Indians	  from	  the	  Perspectives	  of	  Health	  Care	  Practitioners.	  Journal	  of	  Transcultural	  Nursing,	  16(1),	  
pp.32-­‐40.	  
Coombs,	  A.	  &	  King,	  R.	  (2005).	  Workplace	  Discrimination:	  Experiences	  of	  Practicing	  Physicians.	  Journal	  of	  
National	  Medical	  Association,	  97(4),	  pp.467-­‐77.	  
Cooper,	  L.	  &	  Roter,	  D.	  (2003).	  Patient-­‐Provider	  Communication:	  The	  Effect	  of	  Race	  and	  Ethnicity	  on	  
Process	  and	  Outcomes	  of	  Healthcare,	  in	  B.	  Smedley,	  A.	  Stith	  &	  A.	  Nelson	  (eds.)	  Unequal	  Treatment:	  
Confronting	  Racial	  and	  Ethnic	  Disparities	  in	  Health	  Care.	  Washington,	  DC:	  National	  Academic	  Press.	  
pp.552-­‐93.	  
Corbin,	  J.	  &	  Strauss,	  A.	  (2008).	  Basics	  of	  Qualitative	  Research:	  Techniques	  and	  Procedures	  for	  Developing	  
Grounded	  Theory.	  3rd	  ed.	  Thousand	  Oaks,	  CA:	  Sage.	  
Coreil,	  J.	  (1990).	  The	  Evolution	  of	  Anthropology	  in	  International	  Health,	  in	  J.	  Coreil	  &	  J.	  Mull	  (eds.)	  
Anthropology	  and	  Primary	  Health	  Care.	  Boulder,	  CO:	  Westview	  Press.	  pp.3-­‐27.	  
Coreil,	  J.	  (2008).	  Social	  Science	  Contributions	  to	  Public	  Health:	  Overview,	  in	  K.	  Heggenhougen	  &	  S.	  Quah	  
(eds.)	  International	  Encyclopedia	  of	  Public	  Health.	  Oxford:	  Oxford	  University	  Press.	  pp.101-­‐14.	  
 
 231	  
Coreil,	  J.	  (ed.)	  (2010).	  Social	  and	  Behavioral	  Foundations	  of	  Public	  Health.	  2nd	  ed.	  Thousand	  Oaks,	  CA:	  
Sage.	  
Coyle,	  Y.	  &	  Battles,	  J.	  (1999).	  Using	  Antecedents	  of	  Medical	  Care	  to	  Develop	  Valid	  Quality	  of	  Care	  
Measures.	  International	  Journal	  for	  Quality	  in	  Health	  Care,	  11(1),	  pp.5-­‐12.	  
Crawford,	  M.	  &	  Kessel,	  A.	  (1999).	  Not	  Listening	  to	  Patients	  -­‐	  The	  Use	  and	  Misuse	  of	  Patient	  Satisfaction	  
Studies.	  International	  Journal	  of	  Social	  Psychiatry,	  45(1),	  pp.1-­‐6.	  
Creswell,	  J.	  (1998).	  Qualitative	  Inquiry	  and	  Research	  Design:	  Choosing	  among	  Five	  Traditions.	  Thousand	  
Oaks,	  CA:	  Sage.	  
Creswell,	  J.	  (2003).	  Research	  Design:	  Qualitative,	  Quantitative,	  and	  Mixed	  Methods	  Approaches.	  2nd	  ed.	  
Thousand	  Oaks,	  CA:	  Sage.	  
Cronan,	  T.,	  Villalta,	  I.,	  Gottfried,	  E.,	  Vaden,	  Y.,	  Ribas,	  M.	  &	  Conway,	  T.	  (2008).	  Predictors	  of	  
Mammography	  Screening	  Among	  Ethnically	  Diverse	  Low-­‐Income	  Women.	  Journal	  of	  Women's	  Health,	  
17(4),	  pp.527-­‐37.	  
Crosby,	  P.	  (1979).	  Quality	  is	  Free:	  The	  Art	  of	  Making	  Quality	  Certain.	  New	  York:	  McGraw-­‐Hill.	  
Crystal,	  J.	  (1992).	  Kuwait:	  The	  Transformation	  of	  an	  Oil	  State.	  Boulder,	  CO:	  Westview	  Press.	  
Cunningham,	  R.	  &	  Sarayrah,	  Y.	  (1993).	  Wasta:	  The	  Hidden	  Force	  in	  Middle	  Eastern	  Society.	  Westport,	  CT:	  
Praeger.	  
Cunningham,	  R.	  &	  Sarayrah,	  Y.	  (1994).	  Taming	  Wasta	  to	  Achieve	  Development.	  Arab	  Studies	  Quarterly,	  
16(3),	  pp.29-­‐42.	  
Cutler,	  D.	  &	  McClellan,	  M.	  (2001).	  Is	  Technological	  Change	  in	  Medicine	  Worth	  It?	  Health	  Affairs,	  20,	  
pp.11-­‐29.	  
Daniels,	  N.	  (2000).	  Accountability	  for	  Reasonableness.	  British	  Medical	  Journal,	  321,	  pp.1300-­‐01.	  
Davies,	  H.	  &	  Crombie,	  I.	  (1995).	  Assessing	  the	  Quality	  of	  Care.	  British	  Medical	  Journal,	  311,	  p.766.	  
Davies,	  H.	  &	  Crombie,	  I.	  (1997).	  Interpreting	  Health	  Outcomes.	  Journal	  of	  Evaluation	  in	  Clinical	  Practice,	  
3(3),	  pp.187-­‐99.	  
Davies,	  H.,	  Nutley,	  S.	  &	  Mannion,	  R.	  (2000).	  Organisational	  Culture	  and	  Quality	  of	  Health	  Care.	  Quality	  in	  
Health	  Care,	  9,	  pp.111-­‐19.	  
de	  Mooij,	  M.	  (2004).	  Behavior	  and	  Culture:	  Consequences	  of	  Global	  Marketing	  and	  Advertising.	  
Thousand	  Oaks,	  CA:	  Sage	  Publications.	  
De	  Santis,	  L.	  (1994).	  Making	  Anthropology	  Clinically	  Relevant	  to	  Nursing	  Care.	  Journal	  of	  Advanced	  
Nursing,	  20,	  pp.707-­‐15.	  
 
 232	  
Deitch,	  E.,	  Barsky,	  A.,	  Butz,	  R.,	  Chan,	  S.,	  Brief,	  A.	  &	  Bradley,	  J.	  (2003).	  Subtle	  Yet	  Significant:	  The	  Existence	  
and	  Impact	  of	  Everyday	  Racial	  Discrimination	  in	  the	  Workplace.	  Human	  Relations,	  56(11),	  pp.1299-­‐324.	  
Deming,	  W.E.	  (1986).	  Out	  of	  the	  Crisis.	  Cambridge,	  MA:	  MIT.	  
Denzin,	  N.	  &	  Lincoln,	  Y.	  (eds.)	  (1994).	  Handbook	  of	  Qualitative	  Research.	  Thousand	  Oaks,	  CA:	  Sage.	  
Denzin,	  N.	  &	  Lincoln,	  Y.	  (2005).	  Introduction:	  The	  Discipline	  and	  Practice	  of	  Qualitative	  Research,	  in	  N.	  
Denzin	  &	  Y.	  Lincoln	  (eds.)	  The	  SAGE	  Handbook	  of	  Qualitative	  Research.	  3rd	  ed.	  London:	  SAGE	  
Publications.	  pp.1-­‐32.	  
Derose,	  K.,	  Hays,	  R.,	  McCaffrey,	  D.	  &	  Baker,	  D.	  (2001).	  Does	  Physician	  Gender	  Affect	  Satisfaction	  of	  Men	  
and	  Women	  Visiting	  the	  Emergency	  Department?	  Journal	  of	  General	  Internal	  Medicine,	  16,	  pp.218-­‐26.	  
DiCicco-­‐Bloom,	  B.	  &	  Crabtree,	  B.	  (2006).	  The	  Qualitative	  Research	  Interview.	  Medical	  Education,	  40,	  
pp.314-­‐21.	  
Dixon-­‐Woods,	  M.,	  Kirk,	  D.,	  Agarwal,	  S.,	  Annandale,	  E.,	  Arthur,	  T.,	  Harvey,	  J.,	  Hsu,	  R.,	  Katbamna,	  S.,	  Olsen,	  
R.,	  Smith,	  L.,	  Riley,	  R.	  &	  Sutton,	  A.	  (2005).	  Vulnerable	  Groups	  and	  Access	  to	  Health	  Care:	  A	  Critical	  
Interpretive	  Review.	  Report	  to	  NCCSDO.	  London.	  
Donabedian,	  A.	  (1966).	  Evaluating	  the	  Quality	  of	  Medical	  Care.	  The	  Milbank	  Memorial	  Fund	  Quarterly,	  
44(3),	  pp.166-­‐203.	  
Donabedian,	  A.	  (1980b).	  The	  Definition	  of	  Quality	  and	  Approaches	  to	  Its	  Assessment.	  Ann	  Arbor,	  MI:	  
Health	  Administration	  Press.	  
Donabedian,	  A.	  (1980).	  The	  Definition	  of	  Quality	  and	  Approaches	  to	  Its	  Assessment.	  Ann	  Arbor,	  MI:	  
Health	  Administration	  Press.	  
Donabedian,	  A.	  (1988).	  The	  Quality	  of	  Care:	  How	  Can	  it	  Be	  Assessed?	  Journal	  of	  American	  Medical	  
Association,	  260(12),	  pp.1743-­‐48.	  
Donabedian,	  A.	  (2003).	  An	  Introduction	  to	  Quality	  Assurance	  in	  Health	  Care.	  Oxford:	  Oxford	  University	  
Press.	  
Donabedian,	  A.,	  Wheeler,	  J.	  &	  Wyszewianski,	  L.	  (1982).	  Quality,	  Cost,	  and	  Health:	  An	  Integrative	  Model.	  
Medical	  Care,	  XX(10),	  pp.975-­‐92.	  
Donaldson,	  M.,	  Yordy,	  K.,	  Lohr,	  K.	  &	  Vanselow,	  N.	  (eds.)	  (1996).	  Primary	  Care:	  America's	  Health	  in	  a	  New	  
Era.	  Washington,	  DC:	  National	  Academy	  Press.	  
Donaldson,	  M.,	  Yordy,	  K.	  &	  Vanselow,	  N.	  (eds.)	  (1994).	  Defining	  Primary	  Care:	  An	  Interim	  Report.	  
Washington,	  DC:	  National	  Academy	  Press.	  
Drossman,	  D.	  (1998).	  Gastrointestinal	  Illness	  and	  the	  Biopsychosocial	  Model.	  Psychosomatic	  Medicine,	  
60,	  pp.258-­‐67.	  
 
 233	  
du	  Pré,	  A.	  (2005).	  Communicating	  About	  Health:	  Current	  Issues	  and	  Perspectives.	  2nd	  ed.	  Mountain	  
View,	  CA:	  Mayfield.	  
Dutta,	  M.	  (2008).	  Communicating	  Health:	  A	  Cullture-­‐Centered	  Approach.	  London:	  Polity	  Press.	  
Edward,	  N.,	  Kornacki,	  M.	  &	  Siversin,	  J.	  (2002).	  Unhappy	  Doctors:	  What	  are	  the	  Causes	  and	  What	  Can	  be	  
Done?	  British	  Medical	  Journal,	  324,	  pp.835-­‐38.	  
Eisenberg,	  L.	  (1977).	  Disease	  and	  Illness:	  Distinctions	  between	  Professional	  and	  Popular	  Ideas	  of	  
Sickness.	  Culture,	  Medicine	  and	  Psychiatry,	  1,	  pp.9-­‐23.	  
Elmusa,	  S.	  (1997).	  Faust	  without	  the	  Devil?	  The	  Interplay	  of	  Technology	  and	  Culture	  in	  Saudi	  Arabia.	  The	  
Middle	  East	  Journal,	  51(3),	  pp.345-­‐57.	  
Ensher,	  E.,	  Grant-­‐Vallone,	  E.	  &	  Donaldson,	  S.	  (2001).	  Effects	  of	  Perceived	  Discrimination	  on	  Job	  
Satisfaction,	  Organizational	  Commitment,	  Organizational	  Citizenship	  Behavior,	  and	  Grievances.	  Human	  
Resource	  Development	  Quarterly,	  12(1),	  pp.53-­‐72.	  
Erez,	  M.	  &	  Early,	  P.	  (1993).	  Culture,	  Self-­‐Identity,	  and	  Work.	  New	  York,	  NY:	  Oxford	  University	  Press.	  
Evans,	  R.	  (1984).	  Strained	  Mercy:	  The	  Economics	  of	  Canadian	  Health	  Care.	  Toronto,	  ON:	  Butterworths.	  
Feagin,	  J.	  &	  Eckberg,	  D.	  (1980).	  Discrimination:	  Motivation,	  Action,	  Effects,	  and	  Context.	  Annual	  Review	  
of	  Sociology,	  6,	  pp.1-­‐20.	  
Feagin,	  J.	  &	  Feagin,	  C.	  (1978).	  Discrimination	  American	  Style.	  Englewood	  Cliffs,	  NJ:	  Prentice-­‐Hall.	  
Feigenbaum,	  A.V.	  (1991).	  Total	  Quality	  Control.	  New	  York,	  NY:	  McGraw-­‐Hill.	  
Feinstein,	  A.	  (1987).	  The	  Intellectual	  Crisis	  in	  Clinical	  Science:	  Medaled	  Modesl	  and	  Muddled	  Mettle.	  
Perspectives	  in	  Biology	  and	  Medicine,	  30(2),	  pp.215-­‐30.	  
Fineman,	  N.	  (1991).	  The	  Social	  Construction	  of	  Noncompliance:	  A	  Study	  of	  Health	  Care	  and	  Social	  Service	  
Providers	  in	  Everyday	  Practice.	  Sociology	  of	  Health	  and	  Illness,	  13(3),	  pp.354-­‐74.	  
Firestone,	  W.	  (1993).	  Alternative	  Arguments	  for	  Generalizing	  from	  Data	  as	  Applied	  to	  Qualitative	  
Research.	  Educational	  Researcher,	  22(4),	  pp.16-­‐22.	  
Flocke,	  S.	  (1997).	  Measuring	  Attributes	  of	  Primary	  Care:	  Development	  of	  a	  New	  Instrument.	  The	  Journal	  
of	  Family	  Practice,	  45(1),	  pp.64-­‐74.	  
Floersch,	  J.,	  Longhofer,	  J.,	  Kranke,	  D.	  &	  Townsend,	  L.	  (2010).	  Integrating	  Thematic,	  Grounded	  Theory	  and	  
Narrative	  Analysis:	  A	  Case	  Study	  of	  Adolescent	  Psychotropic	  Treatment.	  Qualitative	  Social	  Work,	  9(3),	  
pp.407-­‐25.	  
 
 234	  
Flynn,	  R.	  (2004).	  'Soft	  Bureaucracy',	  Governmentality	  and	  Clinical	  Governance:	  Theoretical	  Approaches	  
to	  Emergent	  Policy,	  in	  A.	  Gray	  &	  S.	  Harrison	  (eds.)	  Governing	  Medicine:	  Theory	  and	  Practice.	  
Maidenhead,	  Berkshire:	  Open	  University	  Press.	  pp.11-­‐26.	  
Fochsen,	  G.,	  Deshpande,	  K.	  &	  Thorson,	  A.	  (2006).	  Power	  Imbalance	  and	  Consumerism	  in	  the	  Doctor-­‐
Patient	  Relationship:	  Health	  Care	  Providers'	  Experiences	  of	  Patient	  Encounters	  in	  a	  Rural	  District	  in	  India.	  
Qualitative	  Health	  Research,	  16(9),	  pp.1236-­‐51.	  
Fombrun,	  C.	  (1986).	  Structural	  Dynamics	  within	  and	  between	  Organizations.	  Administrative	  Science	  
Quarterly,	  31,	  pp.403-­‐21.	  
Foster,	  G.	  (1982).	  Applied	  Anthropology	  and	  International	  Health:	  Retrospect	  and	  Prospect.	  Human	  
Organization,	  41(3),	  pp.189-­‐97.	  
Franks,	  P.	  &	  Fiscella,	  K.	  (1998).	  Primary	  Care	  Physicians	  and	  Specialists	  as	  Personal	  Physicians:	  Health	  
Care	  Expenditures	  and	  Mortality	  Experience.	  Journal	  of	  Family	  Practice,	  47,	  pp.105-­‐09.	  
Franks,	  P.	  &	  Fiscella,	  K.	  (1998).	  Primary	  Care	  Physicians	  and	  Specialists	  as	  Personal	  Physicians:	  Health	  
Care	  Expenditures	  and	  Mortality	  Experience.	  Journal	  of	  Family	  Practice,	  47(2),	  pp.105-­‐09.	  
Fraser,	  R.	  (1995).	  Developing	  Family	  Practice	  in	  Kuwait.	  British	  Journal	  of	  General	  Practice,	  45,	  pp.102-­‐
06.	  
Freidson,	  E.	  (1970a).	  Profession	  of	  Medicine:	  A	  Study	  of	  the	  Sociology	  of	  Applied	  Knowledge.	  New	  York:	  
Dodd	  Mead.	  
Freidson,	  E.	  (1970b).	  Professional	  Dominance:	  The	  Social	  Structure	  of	  Medical	  Care.	  New	  York:	  Atherton	  
Press.	  
Fukuyama,	  F.	  (1995).	  Trust:	  The	  Social	  Virtues	  and	  the	  Creation	  of	  Prosperity.	  London:	  Hamish	  Hamilton.	  
Gallagher,	  T.,	  Waterman,	  A.,	  Ebers,	  A.,	  Fraser,	  V.	  &	  Levinson,	  W.	  (2003).	  Patients'	  and	  Physicians'	  
Attitudes	  Regarding	  the	  Disclosure	  of	  Medical	  Errors.	  Journal	  of	  American	  Medical	  Association,	  289(8),	  
pp.1001-­‐07.	  
Gao,	  G.,	  Burke,	  N.,	  Somkin,	  C.	  &	  Pasick,	  R.	  (2009).	  Considering	  Culture	  in	  Physician–Patient	  
Communication	  During	  Colorectal	  Cancer	  Screening.	  Qualitative	  Health	  Research,	  19(6),	  pp.778-­‐89.	  
Garratt,	  A.,	  Solheim,	  E.	  &	  Danielsen,	  K.	  (2008).	  National	  and	  Cross-­‐National:	  Surveys	  of	  Patient	  
Experiences:	  A	  Structured	  Review.	  Structured	  Review.	  Oslo,	  Norway:	  Organisation	  for	  Economic	  Co-­‐
operation	  and	  Development	  Norwegian	  Knowledge	  Centre	  for	  the	  Health	  Services.	  
Garvin,	  D.A.	  (1983).	  Quality	  on	  the	  Line.	  Harvard	  Business	  Review,	  61(September-­‐October),	  pp.64-­‐75.	  
Gary,	  F.	  (2005).	  Stigma:	  Barrier	  to	  Mental	  Health	  Care	  Among	  Ethnic	  Minorities.	  Issues	  in	  Mental	  Health	  
Nursing,	  26,	  pp.979-­‐99.	  
 
 235	  
Gaster,	  L.	  &	  Squires,	  A.	  (2003).	  Providing	  Quality	  in	  the	  Public	  Sector:	  A	  Practical	  Approach	  to	  Improving	  
Public	  Services.	  Maidenhead:	  Open	  University	  Press.	  
Gatchel,	  R.,	  Bo	  Peng,	  Y.,	  Peters,	  M.,	  Fuchs,	  P.	  &	  Turk,	  D.	  (2007).	  The	  Biopsychosocial	  Approach	  to	  Chronic	  
Pain:	  Scientific	  Advances	  and	  Directions.	  Psychological	  Bulletin,	  133(4),	  pp.581-­‐624.	  
George,	  A.	  &	  Sanda,	  M.	  (2006).	  Measuring	  Patient	  Satisfaction,	  in	  D.	  Penson	  &	  J.	  Wei	  (eds.)	  Clinical	  
Research	  Methods	  for	  Surgeons.	  Totowa,	  NJ:	  Humana.	  pp.253-­‐68.	  
Ghaemi,	  S.	  (2010).	  The	  Rise	  and	  Fall	  of	  the	  Biopsychosocial	  Model:	  Reconciling	  Art	  and	  Science	  in	  
Psychology.	  Baltimore,	  MD:	  John	  Hopkins	  University	  Press.	  
Giddens,	  A.	  (1984).	  The	  Constitution	  of	  Society:	  Outline	  of	  the	  Theory	  of	  Structuration.	  Cambridge:	  Polity.	  
Gilbert,	  D.,	  Fiske,	  S.	  &	  Lindzey,	  G.	  (1998).	  The	  Handbook	  of	  Social	  Psychology.	  4th	  ed.	  New	  York,	  NY:	  
Oxford	  University	  Press.	  
Glaser,	  B.	  &	  Strauss,	  A.	  (1967).	  The	  Discovery	  of	  Grounded	  Theory:	  Strategies	  for	  Qualitative	  Research.	  
Chicago:	  Aldine.	  
Goddard,	  M.	  &	  Smith,	  P.	  (2001).	  Equity	  of	  Access	  to	  Health	  Care	  Services:	  Theory	  and	  Evidence	  from	  the	  
UK.	  Social	  Science	  &	  Medicine,	  53,	  pp.1149-­‐62.	  
Golafshani,	  N.	  (2003).	  Understanding	  Reliability	  and	  Validity	  in	  Qualitative	  Research.	  The	  Qualitative	  
Report,	  8(4),	  pp.597-­‐607.	  
Golberstein,	  E.,	  Eisenberg,	  D.	  &	  Gollust,	  S.	  (2008).	  Perceived	  Stigma	  and	  Mental	  Health	  Care	  Seeking.	  
Psychiatric	  Services,	  59(4),	  pp.392-­‐99.	  
Gomm,	  R.	  (2004).	  Social	  Research	  Methodology:	  A	  Critical	  Introduction.	  New	  York,	  NY:	  Palgrave	  
Macmillan.	  
Goodenough,	  W.	  (1961).	  Comment	  on	  Cultural	  Evolution.	  Daedalus,	  90,	  pp.521-­‐28.	  
Goodwin,	  N.,	  Peck,	  E.,	  Freeman,	  T.	  &	  Posaner,	  R.	  (2004).	  Managing	  Across	  Diverse	  Networks	  of	  Care:	  
Lessons	  from	  Other	  Sectors.	  Report	  to	  NCCSDO.	  Birmingham,	  England:	  University	  of	  Birmingham.	  
Goodyear-­‐Smith,	  F.	  &	  Buetow,	  S.	  (2001).	  Power	  Issues	  in	  the	  Doctor-­‐Patient	  Relationship.	  Health	  Care	  
Analysis,	  9,	  pp.449-­‐62.	  
Gouveia,	  V.	  &	  Ros,	  M.	  (2000).	  Hofstede	  and	  Schwartz's	  Models	  for	  Classifying	  Individualism	  at	  the	  
Cultural	  Level:	  Their	  Relation	  to	  Macro-­‐Social	  and	  Macro-­‐Economic	  Variables.	  Psicothema,	  12,	  pp.25-­‐33.	  
Grönroos,	  C.	  (1982).	  Strategic	  Management	  and	  Marketing	  in	  the	  Service	  Sector.	  Helsinki:	  Swedish	  
School	  of	  Economics	  and	  Business	  Administration.	  
 
 236	  
Graham,	  N.	  (1995).	  Quality	  Trends	  in	  Health	  Care,	  in	  N.	  Graham	  (ed.)	  Quality	  in	  Health	  Care:	  Theory,	  
Application,	  and	  Evolution.	  Gaithersburg,	  MD:	  Aspen.	  pp.3-­‐14.	  
Grant,	  V.	  &	  Briscoe,	  J.	  (2002).	  Everyday	  Ethics	  in	  an	  Acute	  Psychiatric	  Unit.	  Journal	  of	  Medical	  Ethics,	  
28(3),	  pp.173-­‐76.	  
Gray,	  A.	  &	  Harrison,	  S.	  (eds.)	  (2004).	  Governing	  Medicine:	  Theory	  and	  Practice.	  Maidenhead:	  Open	  
University	  Press.	  
Greenhalgh,	  T.	  &	  Eversley,	  J.	  (1999).	  Quality	  in	  General	  Practice.	  London:	  King's	  Fund.	  
Green,	  L.,	  Philips,	  Jr,	  R.	  &	  Fryer,	  G.	  (2004).	  The	  Nature	  of	  Primary	  Medical	  Care,	  in	  R.	  Jones,	  N.	  Britten,	  L.	  
Culpepper,	  D.	  Gass,	  R.	  Grol,	  D.	  Mant	  &	  C.	  Silagy	  (eds.)	  Oxford	  Textbook	  of	  Primary	  Medical	  Care,	  Volume	  
1.	  Oxford:	  Oxford	  University.	  pp.3-­‐10.	  
Guba,	  E.	  &	  Lincoln,	  Y.	  (1994).	  Competing	  Paradigms	  in	  Qualitative	  Research,	  in	  N.	  Denzin	  &	  Y.	  Lincoln	  
(eds.)	  Handbook	  of	  Qualitative	  Research.	  1st	  ed.	  Thousand	  Oaks,	  CA:	  Sage.	  pp.105-­‐17.	  
Guest,	  G.,	  Bunce,	  A.	  &	  Johnson,	  L.	  (2006).	  How	  Many	  Interviews	  are	  Enough?	  An	  Experiment	  with	  Data	  
Saturatuin	  and	  Variability.	  Field	  Methods,	  18(1),	  pp.59-­‐82.	  
Haas,	  J.,	  Cook,	  E.,	  Puopolo,	  A.,	  Burstin,	  H.,	  Cleary,	  P.	  &	  Brennan,	  T.	  (2000).	  Is	  the	  Professional	  Satisfaction	  
of	  General	  Internists	  Associated	  with	  Patient	  Satisfaction?	  Journal	  of	  General	  Internal	  Medicine,	  15,	  
pp.122-­‐28.	  
Haase,	  F.	  (2013).	  Functions	  of	  the	  Concept	  'Arab	  World':	  Case	  Studies	  of	  English-­‐Speaking	  Business	  
Communication	  Patterns.	  Entelequia,	  16,	  pp.157-­‐76.	  
Hackett,	  T.,	  Gassem,	  N.	  &	  Raker,	  J.	  (1973).	  Patient	  Delay	  in	  Cancer.	  New	  England	  Journal	  of	  Medicine,	  
289(1),	  pp.14-­‐20.	  
Haddad,	  S.,	  Fournier,	  P.,	  Machouf,	  N.	  &	  Yatara,	  F.	  (1998).	  What	  Does	  Quality	  Mean	  to	  Lay	  People?	  
Community	  Perceptions	  of	  Primary	  Health	  Care	  Services	  in	  Guinea.	  Social	  Science	  and	  Medicine,	  47(3),	  
pp.381-­‐94.	  
Hall,	  E.	  (1983).	  The	  Dance	  of	  Life:	  The	  Other	  Dimension	  of	  Life.	  Garden	  City,	  NY:	  Anchor	  Press.	  
Hall,	  E.	  &	  Hall,	  M.	  (1990).	  Understanding	  Cultural	  Differences:	  Germans,	  French	  and	  Americans.	  
Yarmouth,	  ME:	  Intercultural	  Press.	  
Hammoud,	  M.,	  White,	  C.	  &	  Fetters,	  M.	  (2005).	  Opening	  Cultural	  Doors:	  Providing	  Culturally	  Sensitive	  
Healthcare	  to	  Arab	  American	  and	  American	  Muslim	  Patients.	  American	  Journal	  of	  Obstetrics	  and	  
Gynecology,	  193,	  pp.1307-­‐11.	  
Hampden-­‐Turner,	  C.	  &	  Trompenaars,	  F.	  (1994).	  The	  Seven	  Cultures	  of	  Capitalism.	  London:	  Piatkus.	  
 
 237	  
Hampden-­‐Turner,	  C.	  &	  Trompenaars,	  F.	  (2000).	  Building	  Cross-­‐Cultural	  Competence:	  How	  to	  Create	  
Wealth	  from	  Conflicting	  Values.	  New	  Haven,	  CT:	  Yale	  University	  Press.	  
Harrison,	  A.	  (1985).	  Public	  Health	  Practice:	  Kuwait:	  Medical	  Services	  and	  Public	  Responses.	  World	  Health	  
Forum,	  6,	  pp.314-­‐17.	  
Harrison,	  S.	  (2004).	  Medicine	  and	  Management:	  Autonomy	  and	  Authority	  in	  the	  National	  Health	  Service,	  
in	  A.	  Gray	  &	  S.	  Harrison	  (eds.)	  Governing	  Medicine:	  Theori	  and	  Practice.	  Maidenhead,	  Berkshire:	  Open	  
University	  Press.	  pp.51-­‐59.	  
Hartz,	  A.,	  Krakauer,	  H.,	  Kuhn,	  E.,	  Young,	  M.,	  Jacobsen,	  S.,	  Gay,	  G.,	  Muenz,	  L.,	  Katzoff,	  M.,	  Bailey,	  R.	  &	  
Rimm,	  A.	  (1989).	  Hospital	  Characteristics	  and	  Mortality	  Rates.	  New	  England	  Journal	  of	  Medicine,	  
321(25),	  pp.1720-­‐25.	  
Harvey,	  G.	  (1996).	  Quality	  in	  Health	  Care:	  Traditions,	  Influences,	  and	  Future	  Directions.	  International	  
Journal	  for	  Quality	  in	  Health	  Care,	  8(4),	  pp.341-­‐50.	  
Heidrich,	  B.	  (2002).	  Business	  as	  Unusual:	  The	  Role	  of	  National	  Cultural	  Background	  in	  Corporate	  Life.	  
European	  Integration	  Studies,	  1(2),	  pp.25-­‐36.	  
Helman,	  C.	  (1981).	  Disease	  Versus	  Illness	  in	  General	  Practice.	  Journal	  of	  the	  Royal	  College	  of	  General	  
Practitioners,	  31,	  pp.548-­‐52.	  
Helman,	  C.	  (2007).	  Culture,	  Health	  and	  Illness.	  5th	  ed.	  London:	  Hodder	  Arnold.	  
Helminen,	  S.	  (2000).	  Quality	  of	  Care	  Provided	  for	  Young	  Adults	  and	  Adolescents	  in	  the	  Finnish	  Public	  Oral	  
Health	  Service.	  Academic	  Dissertation.	  Helsinki,	  Finland:	  University	  of	  Helsinki.	  
Helmke,	  G.	  &	  Levitsky,	  S.	  (2004).	  Informal	  Institutions	  and	  Comparative	  Politics:	  A	  Research	  Agenda.	  
Perspectives	  on	  Politics,	  2(4),	  pp.725-­‐40.	  
Herskovits,	  M.	  (1948).	  Man	  and	  His	  Works:	  The	  Science	  of	  Cultural	  Anthropology.	  New	  York,	  NY:	  Alfred	  A.	  
Knopf.	  
Hill,	  C.	  (2001).	  International	  Business:	  Competing	  in	  the	  Global	  Market	  Place.	  3rd	  ed.	  New	  York,	  NY:	  
Irwin/McGraw-­‐Hill.	  
Hodgson,	  G.M.	  (2007).	  An	  Institutional	  and	  Evolutionary	  Perspective	  on	  Health	  Economics.	  Cambridge	  
Journal	  of	  Economics,	  32(2),	  pp.235-­‐56.	  
Hofstede,	  G.	  (1980a).	  Cultures	  Consequences.	  London:	  Sage.	  
Hofstede,	  G.	  (1980b).	  Motivation,	  Leadership,	  and	  Organization:	  Do	  American	  Theories	  Apply	  Abroad?	  
Organizational	  Dynamics,	  9(1),	  pp.42-­‐63.	  
Hofstede,	  G.	  (1984a).	  Cultural	  Dimension	  in	  Management	  and	  Planning.	  Asia	  Pacific	  Journal	  of	  
Management,	  92,	  pp.81-­‐99.	  
 
 238	  
Hofstede,	  G.	  (1984b).	  National	  Cultures	  and	  Corporate	  Cultures,	  in	  L.	  Samovar	  &	  R.	  Porter	  (eds.)	  
Communication	  Between	  Cultures.	  Belmont,	  CA:	  Wadsworth.	  
Hofstede,	  G.	  (1985).	  The	  Interaction	  Between	  National	  and	  Organizational	  Value	  Systems.	  Journal	  of	  
Management	  Studies,	  22(4),	  pp.347-­‐57.	  
Hofstede,	  G.	  (1989a).	  Cultural	  Predictors	  of	  National	  Negotiation	  Styles,	  in	  F.	  Mauther-­‐Markhof	  (ed.)	  
Processes	  of	  International	  Negotiations.	  Boulder,	  CO:	  Westview	  Press.	  pp.193-­‐201.	  
Hofstede,	  G.	  (1989b).	  Organising	  for	  Cultural	  Diversity.	  European	  Management	  Journal,	  7(4),	  pp.390-­‐97.	  
Hofstede,	  G.	  (1991).	  Cultures	  and	  Organizations:	  Software	  of	  the	  Mind.	  London:	  McGraw-­‐Hill.	  
Hofstede,	  G.	  (2001).	  Culture’s	  Consequences:	  Comparing	  Values,	  Behaviors,	  Institutions,	  and	  
Organizations	  Across	  Nations.	  Thousand	  Oaks,	  CA:	  Sage	  Publications.	  
Hofstede,	  G.	  &	  Bond,	  M.	  (1984).	  Hofstede's	  Culture	  Dimensions:	  An	  Independent	  Validation	  Using	  
Rokeach's	  Value	  Survey.	  Journal	  of	  Cross-­‐Cultural	  Psychology,	  15(4),	  pp.417-­‐33.	  
Hofstede,	  G.	  &	  Bond,	  M.	  (1988).	  The	  Confucius	  Connection:	  From	  Cultural	  Roots	  to	  Economic	  Growth.	  
Organizational	  Dynamics,	  16(4),	  pp.5-­‐21.	  
Hofstede,	  G.,	  Hofstede,	  G.	  &	  Minkov,	  M.	  (2010).	  Cultures	  and	  Organizations:	  Software	  of	  the	  Mind.	  3rd	  
ed.	  New	  York,	  NY:	  McGraw-­‐Hill.	  
Hofstede,	  G.	  &	  Minkov,	  M.	  (2013).	  Values	  Survey	  Module	  2013	  Manual.	  Available	  at:	  	  	  HYPERLINK	  
"http://www.geerthofstede.com/media/2186/Manual%20VSM%20%202013%202013%2008%2025.doc
x"	  	  
http://www.geerthofstede.com/media/2186/Manual%20VSM%20%202013%202013%2008%2025.docx	  	  
(Accessed	  17	  March	  2014).	  
Hofstede,	  G.	  &	  Usunier,	  J.	  (2003).	  Hofstede's	  Dimensions	  of	  Culture	  and	  their	  Influence	  on	  Internarional	  
Business	  Negotiations,	  in	  P.	  Ghauri	  &	  J.	  Usunier	  (eds.)	  International	  Business	  Negotiations.	  2nd	  ed.	  
Oxford,	  England:	  Pergamon.	  pp.137-­‐54.	  
Hogg,	  C.	  &	  Williamson,	  C.	  (2001).	  Whose	  Interests	  do	  Lay	  People	  Represent?	  Towards	  an	  Understanding	  
of	  the	  Role	  of	  Lay	  People	  as	  Members	  of	  Committees.	  Health	  Expectations,	  4,	  pp.2-­‐9.	  
Holland,	  K.	  &	  Hogg,	  C.	  (2010).	  Cultural	  Awareness	  in	  Nursing	  and	  Health	  Care.	  2nd	  ed.	  London:	  Hodder	  
Arnold.	  
Holland,	  K.	  &	  Hogg,	  C.	  (2010).	  Cultural	  Awareness	  in	  Nursing	  and	  Health	  Care.	  London:	  Hodder	  Arnold.	  
Holloway,	  I.	  &	  Todres,	  L.	  (2003).	  The	  Status	  of	  Method:	  Flexibility,	  Consistency	  and	  Coherence.	  
Qualitative	  Research,	  3(3),	  pp.345-­‐57.	  
Holloway,	  I.	  &	  Wheeler,	  S.	  (2002).	  Qualitative	  Research	  in	  Nursing.	  2nd	  ed.	  Oxford:	  Blackwell.	  
 
 239	  
Hui,	  T.,	  Chern,	  B.	  &	  Othman,	  M.	  (2011).	  Development	  of	  Service	  Quality	  Dimensions	  in	  Malaysia	  —	  The	  
Case	  of	  a	  Multicultural	  Society.	  SEGi	  Review,	  4(1),	  pp.93-­‐108.	  
Hurley,	  J.	  (2000).	  An	  Overview	  of	  the	  Normative	  Economics	  of	  the	  Health	  Sector,	  in	  A.J.	  Culyer	  &	  J.P.	  
Newhouse	  (eds.)	  Handbook	  of	  Health	  Economics.	  Amsterdam:	  North	  Holland.	  pp.55-­‐118.	  
Iversen,	  A.,	  van	  Staden,	  L.,	  Hughes,	  J.,	  Greenberg,	  N.,	  Hotopf,	  M.,	  Rona,	  R.,	  Thornicroft,	  G.,	  Wessely,	  S.	  &	  
Fear,	  N.	  (2011).	  The	  Stigma	  of	  Mental	  Health	  Problems	  and	  Other	  Barriers	  to	  Care	  in	  the	  UK	  Armed	  
Forces.	  BMC	  Health	  Services	  Research,	  11(31).	  
Jackson,	  L.	  (1993).	  Understanding,	  Eliciting	  and	  Negotiating	  Client's	  Multicultural	  Health	  Beliefs.	  Nurse	  
Practitioner,	  18,	  pp.30-­‐43.	  
Jacobs,	  E.,	  Lauderdale,	  D.,	  Meltzer,	  D.,	  Shorey,	  J.,	  Levinson,	  W.	  &	  Thisted,	  R.	  (2001).	  Impact	  of	  
Interpreters	  Services	  on	  Delivery	  of	  Health	  Care	  to	  Limited-­‐English	  Proficient	  Patients.	  Journal	  General	  
Internal	  Medicine,	  16,	  pp.468-­‐74.	  
Jaeger,	  M.	  &	  Rosnow,	  R.	  (1988).	  Contextualism	  and	  Its	  Implications	  for	  Psychological	  Inquiry.	  British	  
Journal	  of	  Psychology,	  79(1),	  pp.63-­‐75.	  
Jarvis,	  M.,	  Putwain,	  D.	  &	  Dwyer,	  D.	  (2002).	  The	  Biomedical	  Model,	  in	  Angles	  on	  Atypical	  Psychology.	  
Cheltenham,	  England:	  Nelson	  Thomas	  Ltd.	  pp.25-­‐43.	  
Javanparast,	  S.,	  Coveney,	  J.	  &	  Saikia,	  U.	  (2009).	  Exploring	  Health	  Stakeholders'	  Perceptions	  on	  Moving	  
Towards	  Comprehensive	  Primary	  Health	  Care	  to	  Address	  Childhood	  Malnutrition	  in	  Iran:	  A	  Qualitative	  
Study.	  BMC	  Health	  Services	  Research,	  9(36),	  pp.doi:10.1186/1472-­‐6963-­‐9-­‐36.	  
Jenkinson,	  C.,	  Coulter,	  A.	  &	  Bruster,	  S.	  (2002).	  The	  Picker	  Patient	  Experience	  Questionnaire:	  
Development	  and	  Validation	  using	  Data	  from	  In-­‐Patient	  Surveys	  in	  Five	  Countries.	  International	  Journal	  
for	  Quality	  in	  Health	  Care,	  14(5),	  pp.353-­‐58.	  
Jenkinson,	  C.,	  Coulter,	  A.,	  Reeves,	  R.,	  Bruster,	  S.	  &	  Richards,	  N.	  (2003).	  Properties	  of	  the	  Picker	  Patient	  
Experience	  Questionnaire	  in	  a	  Randomized	  Controlled	  Trial	  of	  Long	  versus	  Short	  Form	  Survey	  
Instruments.	  Journal	  of	  Public	  Health	  Medicine,	  25(3),	  pp.197-­‐201.	  
Jiang,	  W.	  (2000).	  The	  Relationship	  between	  Culture	  and	  Language.	  ELT	  Journal,	  54(4),	  pp.328-­‐34.	  
Johns,	  R.	  (2002).	  From	  Farm	  Training	  to	  Therapy:	  A	  Case	  Study	  in	  the	  History	  of	  Social	  Work	  from	  a	  
Macro-­‐Micro	  Social	  Policy	  Perspective.	  PhD	  Thesis.	  The	  Open	  University.	  
Johnson,	  A.	  (2005).	  The	  Gender	  Knot:	  Unraveling	  Our	  Patriarchal	  Legacy.	  Philadelphia,	  PA:	  Temple	  
University	  Press.	  
Jones,	  M.	  (2007).	  Hofstede	  —	  Culturally	  Questionable?	  In	  Oxford	  Business	  &	  Economics	  Conference.	  
Oxford,	  England,	  2007.	  
 
 240	  
Juergens,	  S.,	  Rome,	  J.	  &	  Ilstrup,	  D.	  (1990).	  Effect	  of	  Inpatient	  Psychiatry	  Training	  on	  Internal	  Medicine	  
Residents	  :	  Results	  of	  a	  Survey.	  General	  Hospital	  Psychiatry,	  12(2),	  pp.124-­‐28.	  
Juran,	  J.M.	  (1951).	  Quality	  Control	  Handbook.	  New	  York:	  McGraw-­‐Hill.	  
Kabaskal,	  H.	  &	  Bodur,	  M.	  (2002).	  Arabic	  Cluster:	  A	  Bridge	  Between	  East	  and	  West.	  Journal	  of	  World	  
Business,	  37,	  pp.40-­‐54.	  
Kalliny,	  M.	  (2010).	  Are	  They	  Really	  That	  Different	  from	  Us:	  A	  Comparison	  of	  Arab	  and	  American	  
Newspaper	  Advertising.	  Journal	  of	  Current	  Issues	  and	  Research	  in	  Advertising,	  32(1),	  pp.95-­‐108.	  
Kamel,	  B.	  &	  Martinez,	  O.	  (1984).	  Food	  Availability	  for	  Kuwaiti	  and	  Non-­‐Kuwaiti	  Households.	  Ecology,	  
Food	  and	  Nutrition,	  15,	  pp.191-­‐201.	  
Kapiszewski,	  A.	  (2004).	  Arab	  Labour	  Migration	  to	  the	  GCC	  States,	  in	  Arab	  Migration	  in	  a	  Globalized	  
World.	  Geneva:	  International	  Organization	  for	  Migration.	  pp.115-­‐34.	  
Kapiszewski,	  A.	  (2006).	  Arab	  versus	  Asian	  Migrant	  Workers	  in	  the	  GCC	  Countries.	  Beirut,	  Lebanon:	  United	  
Nations	  Expert	  Group	  Meeting	  on	  International	  Migration	  and	  Development	  in	  the	  Arab	  Region.	  
Karlsen,	  S.	  &	  Nazroo,	  J.	  (2002).	  Relation	  Between	  Racial	  Discrimination,	  Social	  Class,	  and	  Health	  Among	  
Ethnic	  Minority	  Groups.	  American	  Journal	  of	  Public	  Health,	  92(4),	  pp.624-­‐31.	  
Kassem,	  M.	  (1989a).	  Services	  Marketing:	  The	  Arabian	  Gulf	  Experience.	  The	  Journal	  of	  Services	  Marketing,	  
3(3),	  pp.61-­‐71.	  
Kassem,	  M.	  (1989b).	  Strategic	  Management:	  Arabian	  Style,	  in	  M.	  Kassem	  &	  G.	  Habib	  (eds.)	  Strategic	  
Management	  of	  Services	  in	  the	  Arab	  Gulf	  States.	  New	  York:	  de	  Gruyter.	  pp.411-­‐34.	  
Katz,	  J.	  &	  Sangha,	  O.	  (1997).	  Assessment	  of	  the	  Quality	  of	  Care.	  Arthritis	  Care	  and	  Research,	  10(6),	  
pp.359-­‐69.	  
Kauser,	  S.	  &	  Tlaiss,	  H.	  (2011).	  The	  Arab	  Women	  Manager:	  Participation,	  Barriers,	  and	  Future	  Prospects.	  
Journal	  of	  International	  Business	  and	  Economy,	  12(1),	  pp.35-­‐56.	  
Keesing,	  R.	  &	  Strathern,	  A.	  (1998).	  Cultural	  Anthropology:	  A	  Contemporary	  Perspective.	  3rd	  ed.	  London:	  
Harcout	  Brace.	  
Khalaf,	  S.	  &	  Hammoud,	  H.	  (1987).	  The	  Emergence	  of	  the	  Oil	  Welfare	  State:	  The	  Case	  of	  Kuwait.	  
Dialectical	  Anthropology,	  12(3),	  pp.343-­‐57.	  
Kieft,	  C.,	  Al-­‐Ahmad,	  F.	  &	  Aziem,	  F.	  (2012).	  Kuwait	  Health	  Sector	  Report	  2012.	  Kuwait	  City,	  Kuwait:	  
Netherlands	  Embassy	  Kuwait	  &	  Bahrain.	  
Kilani,	  S.	  &	  Sakijha,	  B.	  (2002).	  Wasta:	  The	  Declared	  Secret.	  Amman,	  Jordan:	  Arab	  Archives	  Institute.	  
 
 241	  
Kim,	  H.	  &	  Markus,	  H.	  (1999).	  Deviance	  or	  Uniqueness,	  Harmony	  or	  Conformity?	  A	  Cultural	  Analysis.	  
Journal	  of	  Personality	  and	  Social	  Psychology,	  77(4),	  pp.785-­‐800.	  
Kitano,	  H.	  (1997).	  Race	  Relations.	  5th	  ed.	  Upper	  Saddle	  River,	  NJ:	  Prentice-­‐Hall.	  
Kizer,	  K.	  (2001).	  Establishing	  Health	  Care	  Performance	  Standards	  in	  an	  Era	  of	  Consumerism.	  Journal	  of	  
American	  Medical	  Association,	  286(10),	  pp.1213-­‐17.	  
Klein,	  H.	  (2004).	  Cognition	  in	  Natural	  Settings:	  The	  Cultural	  Lens	  Model,	  in	  M.	  Kaplan	  (ed.)	  Cultural	  
Ergonomics:	  Advances	  in	  Human	  Performance	  and	  Cognitive	  Engineering	  Research.	  4th	  ed.	  Greenwich,	  
CT:	  JAI	  Press.	  pp.249-­‐80.	  
Kleinman,	  A.	  (1980).	  Patients	  and	  Healers	  in	  the	  Context	  of	  Culture.	  Berkeley,	  CA:	  University	  of	  California	  
Press.	  
Kleinman,	  A.,	  Eisenberg,	  L.	  &	  Good,	  B.	  (1978).	  Culture,	  Illness,	  and	  Care:	  Clinical	  Lessons	  from	  
Anthropologic	  and	  Cross-­‐Cultural	  Research.	  Annals	  of	  Internal	  Medicine,	  88,	  pp.251-­‐58.	  
Kodish,	  S.	  &	  Gittelsohn,	  J.	  (2011).	  Systematic	  Data	  Analysis	  in	  Qualitative	  Health	  Research:	  Building	  
Credible	  and	  Clear	  Findings.	  Sight	  and	  Life,	  25(2),	  pp.52-­‐56.	  
Kohn,	  L.,	  Corrigan,	  J.	  &	  Donaldson,	  M.	  (1999).	  To	  Err	  is	  Human:	  Building	  a	  Safer	  Health	  System.	  
Washington,	  DC:	  National	  Academic	  Press	  Institute	  of	  Medicine.	  
Krauss,	  S.	  (2005).	  Research	  Paradigms	  and	  Meaning	  Making:	  A	  Primer.	  The	  Qualitative	  Report,	  10(4),	  
pp.758-­‐70.	  
Kroeber,	  A.	  &	  Kluckohn,	  C.	  (1967).	  Culture:	  A	  Critical	  Review	  of	  Concepts	  and	  Definitions.	  New	  York,	  NY:	  
Vintage	  Books.	  
Kronfol,	  N.	  (2012).	  Access	  and	  Barriers	  to	  Health	  Care	  Delivery	  in	  Arab	  Countries:	  A	  Review.	  Eastern	  
Mediterranean	  Health	  Journal,	  18(12),	  pp.1239-­‐46.	  
Kuwait	  Institute	  for	  Medical	  Specialization	  (2008).	  Resident's	  Guide	  to	  the	  Curriculum	  for	  Training	  in	  
Family	  Medicine.	  Kuwait:	  Kuwait	  Institute	  for	  Medical	  Specialization.	  
Kuzel,	  A.	  (1999).	  Sampling	  in	  Qualitative	  Inquiry,	  in	  B.	  Crabtree	  &	  W.	  Miller	  (eds.)	  Doing	  Qualitative	  
Research.	  Thousand	  Oaks,	  CA:	  Sage.	  pp.33-­‐45.	  
Lacey,	  A.	  &	  Luff,	  D.	  (2001).	  Trent	  Focus	  for	  Research	  and	  Development	  in	  Primary	  Health	  Care:	  An	  
Introduction	  to	  Qualitative	  Analysis.	  Trent	  Focus.	  
Larsen,	  D.	  &	  Rootman,	  I.	  (1976).	  Physicians'	  Role	  Performance	  and	  Patient	  Satisfaction.	  Social	  Science	  
and	  Medicine,	  10,	  pp.29-­‐32.	  
Lasheen,	  I.,	  Zubaid,	  M.,	  Rashed,	  W.	  &	  Doi,	  S.	  (2009).	  Determinants	  of	  In-­‐Hospital	  Cardiac	  Catheterization	  
in	  Acute	  Coronary	  Syndrome	  Patients	  in	  Kuwait.	  Heart	  Views,	  10(3),	  pp.104-­‐09.	  
 
 242	  
Laws,	  E.	  (2004).	  Improving	  Tourism	  and	  Hospitality	  Services.	  Cambridge,	  MA:	  CABI	  Publishing.	  
Leary,	  M.,	  Tambor,	  E.,	  Terdal,	  S.	  &	  Downs,	  D.	  (1995).	  Self-­‐Esteem	  as	  an	  Interpersonal	  Monitor:	  The	  
Sociometer	  Hypothesis.	  Journal	  of	  Personality	  and	  Social	  Psychology,	  68(3),	  pp.518-­‐30.	  
Leatt,	  P.	  &	  Porter,	  J.	  (2002).	  Where	  Are	  the	  Healthcare	  Leaders?	  The	  Need	  for	  Investment	  in	  Leadership	  
Development.	  Healthcare	  Papers,	  4(1),	  pp.14-­‐31.	  
LeBaron,	  M.	  &	  Pillay,	  V.	  (2006).	  Conflict	  Across	  Cultures:	  A	  Unique	  Experience	  of	  Bridging	  Differences.	  
Boston,	  MA:	  Intercultural	  Press.	  
Lee,	  J.,	  Choi,	  Y.,	  Sung,	  N.,	  Kim,	  S.,	  Chung,	  S.,	  Kim,	  J.,	  Jeon,	  T.	  &	  Park,	  H.	  (2009).	  Development	  of	  the	  
Korean	  Primary	  Care	  Assessment	  Tool—Measuring	  User	  Experience:	  Tests	  of	  Data	  Quality	  and	  
Measurement	  Performance.	  International	  Journal	  for	  Quality	  in	  Health	  Care,	  21(2),	  pp.103-­‐11.	  
Lee,	  J.,	  Choi,	  Y.,	  Volk,	  R.,	  Kim,	  S.,	  Kim,	  Y.,	  Park,	  H.,	  Jeon,	  T.,	  Hong,	  S.	  &	  Spann,	  S.	  (2007).	  Defining	  the	  
Concept	  of	  Primary	  Care	  in	  South	  Korea	  Using	  a	  Delphi	  Method.	  Family	  Medicine,	  39(6),	  pp.425-­‐31.	  
Lee,	  T.,	  Mitchell,	  T.	  &	  Sablynski,	  C.	  (1999).	  Qualitative	  Research	  in	  Organizational	  and	  Vocational	  
Psychology,	  1979-­‐1999.	  Journal	  of	  Vocational	  Behavior,	  55(2),	  pp.161-­‐87.	  
Leng,	  C.	  &	  Botelho,	  D.	  (2010).	  How	  Does	  Natioan	  Culture	  Impact	  on	  Consumers'	  Decision-­‐Making	  Styles?	  
A	  Cross	  Cultural	  Study	  in	  Brazil,	  the	  United	  States	  and	  Japan.	  Brazilian	  Administration	  Review,	  7(3),	  
pp.260-­‐75.	  
Levin,	  S.	  &	  Sidanius,	  J.	  (1999).	  Social	  Dominance	  and	  Social	  Identity	  in	  the	  United	  States	  and	  Israel:	  
Ingroup	  Favouritism	  or	  Outgroup	  Derogation.	  Political	  Psychology,	  20,	  pp.99-­‐126.	  
Lewis,	  B.R.	  (1989).	  Quality	  in	  the	  Service	  Sector:	  A	  Review.	  International	  Journal	  of	  Bank	  Marketing,	  7(5),	  
pp.4-­‐12.	  
Lincoln,	  Y.	  &	  Guba,	  E.	  (1985).	  Naturalistic	  Inquiry.	  Newbury	  Park,	  CA:	  Sage	  Publications.	  
Lipson,	  J.	  &	  Meleis,	  A.	  (1983).	  Issues	  in	  Health	  Care	  of	  Middle	  Eastern	  Patients.	  The	  Western	  Journal	  of	  
Medicine,	  139,	  pp.854-­‐61.	  
Lohr,	  K.	  (ed.)	  (1990).	  Medicare:	  A	  Strategy	  for	  Quality	  Assurance,	  Volume	  1.	  Washington,	  DC:	  National	  
Academy	  Press.	  
Longva,	  A.	  (2009).	  Walls	  Built	  On	  Sand:	  Migration,	  Exclusion,	  And	  Society	  In	  Kuwait.	  Oxford:	  Westview	  
Press.	  
Lorber,	  J.	  &	  Moore,	  L.	  (2002).	  Gender	  and	  the	  Social	  Construction	  of	  Illness.	  2nd	  ed.	  Oxford:	  Altamira	  
Press.	  
Lovelock,	  C.	  &	  Wirtz,	  J.	  (2004).	  Services	  Marketing:	  People,	  Technology,	  and	  Strategy.	  5th	  ed.	  Upper	  
Saddle	  River,	  NJ:	  Pearson	  Education	  International.	  
 
 243	  
Lowe,	  A.	  &	  Corkindale,	  D.	  (1998).	  Differences	  in	  Cultural	  Values	  and	  Their	  Effects	  on	  Responses	  to	  
Marketing	  Stimuli:	  A	  Cross-­‐Cultural	  Study	  Between	  Australians	  and	  Chinese	  from	  the	  People's	  Republic	  
of	  China.	  European	  Journal	  of	  Marketing,	  32(9/10),	  pp.843-­‐67.	  
Luqmani,	  M.,	  Habib,	  G.	  &	  Kassem,	  M.	  (1988).	  Marketing	  to	  LDC	  Governments.	  International	  Marketing	  
Review,	  5(1),	  pp.56-­‐67.	  
Macinko,	  J.,	  Starfield,	  B.	  &	  Shi,	  L.	  (2003).	  The	  Contributions	  of	  Primary	  Care	  Systems	  to	  Health	  Outcomes	  
within	  Organization	  for	  Economic	  Cooperation	  and	  Development	  (OECD)	  Countries,	  1970-­‐1998.	  Health	  
Services	  Research,	  38,	  pp.831-­‐65.	  
MacQueen,	  K.,	  McLellan,	  E.,	  Kay,	  K.	  &	  Milstein,	  B.	  (1998).	  Codebook	  Development	  for	  Team-­‐Based	  
Qualitative	  Analysis.	  Cultural	  Anthropology	  Methods,	  10(2),	  pp.31-­‐36.	  
Madill,	  A.,	  Jordan,	  A.	  &	  Shirley,	  C.	  (2000).	  Objectivity	  and	  Reliability	  in	  Qualitative	  Analysis:	  Realist,	  
Contextualist	  and	  Radical	  Constructionist	  Epistemologies.	  British	  Journal	  of	  Psychology,	  91(1),	  pp.1-­‐20.	  
Manias,	  E.	  &	  Street,	  A.	  (2001).	  Nurse-­‐Doctor	  Interactions	  During	  Critical	  Care	  Ward	  Rounds.	  Journal	  of	  
Clinical	  Nursing,	  10,	  pp.442-­‐50.	  
Marcum,	  J.	  (2008).	  An	  Introductory	  Philosophy	  of	  Medicine:	  Humanizing	  Modern	  Medicine.	  New	  York,	  
NY:	  Springer.	  
Marks,	  D.,	  Murray,	  M.,	  Evans,	  B.	  &	  Estacio,	  E.	  (2011).	  Health	  Psychology:	  Theory,	  Research	  and	  Practice.	  
3rd	  ed.	  London:	  Sage.	  
Marmot,	  M.	  &	  Wilkinson,	  R.	  (eds.)	  (1999).	  Social	  Determinants	  of	  Health.	  Oxford:	  Oxford	  University	  
Press.	  
Marshall,	  M.	  &	  Campbell,	  S.M.	  (2002).	  Introduction	  to	  Quality	  Assessment	  in	  General	  Practice,	  in	  M.	  
Marshall,	  S.M.	  Campbell,	  J.	  Hacker	  &	  M.O.	  Roland	  (eds.)	  Quality	  Indicators	  for	  General	  Practice:	  A	  
Practical	  Guide	  for	  Health	  Professionals	  and	  Managers.	  London:	  Royal	  Society	  of	  Medicine	  Press	  Ltd.	  
pp.1-­‐6.	  
Marshall,	  M.,	  Campbell,	  S.,	  Hacker,	  J.	  &	  Roland,	  M.	  (2002).	  Quality	  Indicators	  for	  General	  Practice:	  A	  
Practical	  Guide	  for	  Health	  Professionals	  and	  Managers.	  London:	  The	  Royal	  Society	  of	  Medicine.	  
Marshall,	  C.	  &	  Rossman,	  G.	  (2011).	  Designing	  Qualitative	  Research.	  5th	  ed.	  London:	  Sage.	  
Maxwell,	  R.J.	  (1984).	  Quality	  Assessment	  in	  Health.	  British	  Medical	  Journal,	  288,	  pp.1470-­‐72.	  
Maxwell,	  R.J.	  (1992).	  Dimensions	  of	  Quality	  Revisited:	  From	  Thought	  to	  Action.	  Quality	  in	  Health	  Care,	  1,	  
pp.171-­‐77.	  
Maykut,	  P.	  &	  Morehouse,	  R.	  (1994).	  Beginning	  Qualitative	  Research:	  A	  Philosophic	  and	  Practical	  Guide.	  
London:	  Falmer	  Press.	  
 
 244	  
Mays,	  N.	  &	  Pope,	  C.	  (1995).	  Rigour	  and	  Qualitative	  Research.	  British	  Medical	  Journal,	  311,	  pp.109-­‐12.	  
McCrone,	  D.	  (1998).	  The	  Sociology	  of	  Nationalism:	  Tomorrow's	  Ancestors.	  London:	  Routledge.	  
McDowell,	  S.,	  Coleman,	  J.,	  Evans,	  S.,	  Gill,	  P.	  &	  Ferner,	  R.	  (2010).	  Laboratory	  Monitoring	  and	  Adverse	  
Patient	  Outcomes	  with	  Antihypertensive	  Therapy	  in	  Primary	  Care.	  Pharmacoepidemiology	  and	  Drug	  
Safety,	  19,	  pp.482-­‐89.	  
McGlynn,	  E.	  (1997).	  Six	  Challenges	  in	  Measuring	  the	  Quality	  of	  Health	  Care.	  Health	  Affairs,	  16(3),	  pp.7-­‐
21.	  
McGlynn,	  E.,	  Cassel,	  C.,	  Leatherman,	  S.,	  DeCristofaro,	  A.	  &	  Smits,	  H.	  (2003).	  Establishing	  National	  Goals	  
for	  Quality	  Improvement.	  Medical	  Care,	  41(1),	  pp.116-­‐29.	  
McIver,	  S.	  (2006).	  User	  Perspectives	  and	  User	  Involvement,	  in	  K.	  Walshe	  &	  J.	  Smith	  (eds.)	  Healthcare	  
Management.	  Maidenhead,	  Berkshire:	  Open	  University	  Press.	  pp.435-­‐53.	  
McKenzie,	  K.	  (2003).	  Racism	  and	  Health:	  Antiracism	  is	  an	  Important	  Health	  Issue.	  British	  Medical	  Journal,	  
326,	  pp.65-­‐66.	  
McKinley,	  R.	  &	  Roberts,	  C.	  (2001).	  Patient	  Satisfaction	  with	  Out	  of	  Hours	  Primary	  Medical	  Care.	  Quality	  
in	  Health	  Care,	  10,	  pp.23-­‐28.	  
McSweeney,	  B.	  (2002).	  Hofstede’s	  Model	  of	  National	  Cultural	  Differences	  and	  Their	  Consequences:	  A	  
Triumph	  of	  Faith	  –	  A	  Failure	  of	  Analysis.	  Human	  Relations,	  55(1),	  pp.89-­‐118.	  
Mead,	  N.	  &	  Bower,	  P.	  (2000).	  Patient-­‐Centeredness:	  A	  Conceptual	  Framework	  and	  Review	  of	  the	  
Empirical	  Literature.	  Social	  Science	  and	  Medicine,	  51,	  pp.1087-­‐110.	  
Meleis,	  A.	  &	  La	  Fever,	  C.	  (1984).	  The	  Arab	  American	  and	  Psychiatric	  Care.	  Perspectives	  in	  Psychiatric	  
Care,	  22(2),	  pp.72-­‐86.	  
Mercieca,	  C.,	  Cassar,	  S.	  &	  Borg,	  A.	  (2014).	  Listening	  to	  Patients:	  Improving	  the	  Outpatient	  Service.	  
International	  Journal	  of	  Health	  Care	  Quality	  Assurance,	  27(1),	  pp.44-­‐53.	  
Merriam,	  S.	  (2002).	  Qualitative	  Research	  in	  Practice:	  Examples	  for	  Discussion	  and	  Analysis.	  San	  
Francisco,	  CA:	  Jossey-­‐Bass.	  
Merriam,	  S.	  (2009).	  Qualitative	  Research:	  A	  Guide	  to	  Design	  and	  Implementation.	  San	  Francisco,	  CA:	  
Jossey-­‐Bass.	  
Metle,	  M.	  (2002).	  The	  Influence	  of	  Traditional	  Culture	  on	  Attitudes	  Towards	  Work	  Among	  Kuwaiti	  
Women	  Employees	  in	  the	  Public	  Sector.	  Women	  in	  Management	  Review,	  17(6),	  pp.245-­‐61.	  
Miles,	  M.	  &	  Huberman,	  M.	  (1994).	  Qualitative	  Data	  Analysis:	  A	  Sourcebook	  of	  New	  Methods.	  2nd	  ed.	  
Beverly	  Hills,	  CA:	  Sage.	  
 
 245	  
Millis,	  J.	  (1966).	  The	  Graduate	  Education	  of	  Physicians.	  Report	  of	  the	  Citizens	  Commission	  on	  Graduate	  
Medical	  Education.	  Chicago,	  IL:	  American	  Medical	  Association.	  
Mills,	  A.	  &	  Gilson,	  L.	  (1988).	  Health	  Economics	  for	  Developing	  Countries:	  A	  Survival	  Kit.	  EPC	  Publication	  
No	  17.	  London:	  LSHTM.	  
Ministry	  of	  Health	  (2012).	  Statistical	  Report	  of	  the	  Ministry	  of	  Health	  Workforce.	  Kuwait:	  Ministry	  of	  
Health	  Ministry	  of	  Health.	  
Mishler,	  E.	  (1981).	  The	  Social	  Construction	  of	  Illness,	  in	  E.	  Mishler	  (ed.)	  Social	  Contexts	  of	  Health,	  Illness,	  
and	  Patient	  Care.	  New	  York,	  NY:	  Cambridge	  University	  Press.	  pp.141-­‐62.	  
Mitchell,	  P.,	  Ferketich,	  S.	  &	  Jennings,	  B.	  (1998).	  Quality	  Health	  Outcomes	  Model.	  Journal	  of	  Nursing	  
Scholarship,	  30(1),	  pp.43-­‐46.	  
Mohamed,	  A.	  &	  Mohamad,	  M.	  (2011).	  The	  Effect	  of	  Wasta	  on	  Perceived	  Competence	  and	  Morality	  in	  
Egypt.	  Cross	  Cultural	  Management,	  18(4),	  pp.412-­‐25.	  
Morgan,	  M.,	  Calnan,	  M.	  &	  Manning,	  N.	  (1985).	  Sociological	  Approaches	  to	  Health	  and	  Medicine.	  London:	  
Croom	  Helm.	  
Morse,	  J.,	  Barnett,	  N.,	  Mayan,	  M.,	  Olson,	  K.	  &	  Spiers,	  J.	  (2002).	  Verification	  Strategies	  for	  Establishing	  
Reliability	  and	  Validity	  in	  Qualitative	  Research.	  Available	  at:	  	  	  HYPERLINK	  
"http://www.ualberta.ca/~ijqm"	  	  http://www.ualberta.ca/~ijqm	  	  (Accessed	  28	  April	  2011).	  
Muldoon,	  L.,	  Hogg,	  W.	  &	  Levitt,	  M.	  (2006).	  Primary	  Care	  (PC)	  and	  Primary	  Health	  Care	  (PHC).	  Canadian	  
Journal	  of	  Public	  Health,	  97(5),	  pp.409-­‐11.	  
Muna,	  F.	  &	  Zennie,	  Z.	  (2010).	  Developing	  Multicultural	  Leaders:	  The	  Journey	  to	  Leadership	  Success.	  
Basingstoke,	  England:	  Palgrave	  Macmillan.	  
Myers,	  M.	  (2000).	  Qualitative	  Research	  and	  the	  Generalizability	  Question:	  Standing	  Firm	  with	  Proteus.	  
The	  Qualitative	  Report,	  4(3/4).	  
Nápoles-­‐Springer,	  A.,	  Santoyo,	  J.,	  Houston,	  K.,	  Pérez-­‐Stable,	  E.	  &	  Stewart,	  A.	  (2005).	  Patients'	  
Perceptions	  of	  Cultural	  Factors	  Affecting	  the	  Quality	  of	  their	  Medical	  Encounters.	  Health	  Expectations,	  8,	  
pp.4-­‐17.	  
Næss,	  U.	  (2008).	  "Gulf	  Pidgin	  Arabic":	  Individual	  Strategies	  or	  a	  Structured	  Variety?	  A	  study	  of	  Some	  
Features	  of	  the	  Linguistic	  Behaviour	  of	  Asian	  Migrants	  in	  the	  Gulf	  Countries.	  MA	  Thesis.	  Oslo,	  Norway:	  
University	  of	  Oslo.	  
Nakata,	  C.	  &	  Sivakumar,	  K.	  (2001).	  Instituting	  the	  Marketing	  Concept	  in	  a	  Multinational	  Setting:	  The	  Role	  
of	  National	  Culture.	  Journal	  of	  the	  Academy	  of	  Marketing	  Science,	  29(3),	  pp.255-­‐75.	  
Nakkeeran,	  S.	  &	  Thiagarajan,	  G.	  (2010).	  Optimizing	  the	  Stake	  Holder's	  Perspective	  on	  Enhancing	  The	  
Service	  Quality	  in	  Health	  Care.	  MPRA	  Paper	  28057.	  Munich:	  University	  Library	  of	  Munich,	  Germany.	  
 
 246	  
National	  Academy	  of	  Sciences	  (1974).	  Advancing	  the	  Quality	  of	  Health	  Care:	  Key	  Issues	  and	  Fundamental	  
Principles.	  Washington,	  DC:	  Institute	  of	  Medicine.	  
Nee,	  V.	  (1998).	  Sources	  of	  the	  New	  Institutionalism,	  in	  M.	  Brinton	  &	  V.	  Nee	  (eds.)	  The	  New	  
Institutionalism	  in	  Sociology.	  Stanford,	  CA:	  Stanford	  University	  Press.	  pp.1-­‐16.	  
Needleman,	  J.,	  Buerhaus,	  P.,	  Mattke,	  S.,	  Stewart,	  M.	  &	  Zelevinsky,	  K.	  (2002).	  Nurse-­‐Staffing	  Levels	  and	  
the	  Quality	  of	  Care	  in	  Hospitals.	  New	  England	  Journal	  of	  Medicine,	  346(22),	  pp.1715-­‐22.	  
Nelson,	  C.,	  Treichler,	  P.	  &	  Grossberg,	  L.	  (1992).	  Cultural	  Studies:	  An	  Introduction,	  in	  L.	  Grossberg,	  C.	  
Nelson	  &	  P.	  Treichler	  (eds.)	  Cultural	  Studies.	  New	  York:	  Routledge.	  pp.1-­‐16.	  
Nichter,	  M.	  (1991).	  Use	  of	  Social	  Science	  Research	  to	  Improve	  Epidemiologic	  Studies	  of	  Interventions	  for	  
Diarrhea	  and	  Dysentery.	  Reviews	  of	  Infectious	  Diseases,	  13(Suppl.	  4),	  pp.S265-­‐71.	  
Nickens,	  H.	  (1995).	  The	  Role	  of	  Race/Ethnicity	  and	  Social	  Class	  in	  Minority	  Health	  Status.	  Health	  Services	  
Research,	  30(1),	  pp.151-­‐62.	  
O'Leary,	  D.	  &	  O'Leary,	  M.	  (1992).	  From	  Quality	  Assurance	  to	  Quality	  Improvement.	  The	  Joint	  
Commission	  on	  Accreditation	  of	  Healthcare	  Organizations	  and	  Emergency	  Care.	  Emergency	  Medicine	  
Clinics	  of	  North	  America,	  10,	  pp.477-­‐92.	  
Oliver,	  R.L.	  (1981).	  Measurement	  and	  Evaluation	  of	  Satisfaction	  Processes	  in	  Retail	  Settings.	  Journal	  of	  
Retailing,	  57(3),	  pp.25-­‐48.	  
Oliver,	  R.L.	  (1993).	  A	  Conceptual	  Model	  of	  Service	  Quality	  and	  Service	  Satisfaction:	  Compatible	  Goals,	  
Different	  Concepts,	  in	  T.A.	  Swartz,	  D.E.	  Bowen	  &	  S.W.	  Brown	  (eds.)	  Advances	  in	  Services	  Marketing	  and	  
Management:	  Research	  and	  Practice.	  Greenwhich,	  CT:	  JAI	  Press.	  pp.65-­‐85.	  
Olsen,	  J.,	  Kidholm,	  K.,	  Donaldson,	  C.	  &	  Shackley,	  P.	  (2004).	  Willingness	  to	  Pay	  for	  Public	  Health	  Care.	  
Health	  Policy,	  70,	  pp.217-­‐28.	  
O'Shea,	  M.	  (2000).	  Culture	  of	  the	  World,	  Kuwait.	  Tarrytown,	  NY:	  Marshall	  Cavendish	  Corporation.	  
O'Shea,	  M.	  (2000).	  Culture	  of	  the	  World,	  Kuwait.	  Tarrytown,	  NY:	  Marshall	  Cavendish	  Corporation.	  
O'Shea,	  M.	  &	  Spilling,	  M.	  (2010).	  Cultures	  of	  the	  World:	  Kuwait.	  2nd	  ed.	  New	  York,	  NY:	  Marshall	  
Cavendish.	  
Osler,	  K.	  (1991).	  Employment	  Experiences	  of	  Vocationally	  Trained	  Doctors.	  British	  Medical	  Journal,	  
303(6805),	  pp.762-­‐64.	  
Palmer,	  K.,	  Harling,	  C.,	  Harrison,	  J.,	  Macdonald,	  E.	  &	  Snashall,	  D.	  (2002).	  Good	  Medical	  Practice:	  
Guidance	  for	  Occupational	  Physicians.	  Occupational	  Medicine,	  52(6),	  pp.341-­‐52.	  
Panduranga,	  P.,	  Sulaiman,	  K.,	  Al-­‐Zakwani,	  I.,	  Zubaid,	  M.,	  Rashed,	  W.,	  Al-­‐Mahmeed,	  W.,	  Al-­‐Lawati,	  J.,	  Al-­‐
Motarreb,	  A.,	  Haitham,	  A.,	  Suwaidi,	  J.	  &	  Al-­‐Habib,	  K.	  (2010).	  Utilization	  and	  Determinants	  of	  In-­‐Hospital	  
 
 247	  
Cardiac	  Catheterization	  in	  Patients	  With	  Acute	  Coronary	  Syndrome	  From	  the	  Middle	  East.	  Angiology,	  
61(8),	  pp.744-­‐50.	  
Parasuraman,	  A.,	  Zeithaml,	  V.A.	  &	  Berry,	  L.L.	  (1985).	  A	  Conceptual	  Model	  of	  Service	  Quality	  and	  its	  
Implications	  for	  Future	  Research.	  Journal	  of	  Marketing,	  49(Fall),	  pp.41-­‐50.	  
Parasuraman,	  A.,	  Zeithaml,	  V.A.	  &	  Berry,	  L.L.	  (1988).	  SERVQUAL:	  A	  Multiple-­‐Item	  Scale	  for	  Measuring	  
Consumer	  Perceptions	  of	  Service	  Quality.	  Journal	  of	  Retailing,	  64(1),	  pp.12-­‐40.	  
Patrick,	  N.	  (2012).	  Nationalism	  in	  the	  Gulf	  States,	  in	  D.	  Held	  &	  K.	  Ulrichsen	  (eds.)	  The	  Transformation	  of	  
the	  Gulf:	  Politics,	  Economics,	  and	  the	  Global	  Order.	  New	  York:	  Routledge.	  pp.47-­‐65.	  
Patton,	  M.	  (1990).	  Qualitative	  Evaluation	  and	  Research	  Methods.	  2nd	  ed.	  Newbury	  Park,	  CA:	  Sage.	  
Patton,	  M.	  (2002).	  Qualitative	  Research	  and	  Evaluation	  Methods.	  London:	  Sage	  Publications.	  
Pauley,	  M.	  (1978).	  Is	  Medical	  Care	  Different?,	  in	  W.	  Greenberg	  (ed.)	  Competition	  in	  the	  Health	  Care	  
Sector:	  Past,	  Present,	  and	  Future.	  Germantown,	  MD:	  Aspen	  Systems	  Corporation.	  pp.11-­‐36.	  
Pawlicki,	  T.,	  Dunscombe,	  P.,	  Mundt,	  A.	  &	  Scalliet,	  P.	  (eds.)	  (2011).	  Quality	  and	  Safety	  in	  Radiotherapy.	  
Boca	  Raton,	  FL:	  Taylor	  &	  Francis.	  
Pearce,	  K.	  &	  Matheny,	  S.	  (2003).	  Primary	  Care	  and	  Public	  Health,	  in	  F.	  Scutchfield	  &	  C.	  Keck	  (eds.)	  
Principles	  of	  Public	  Health	  Practice.	  2nd	  ed.	  Clifton	  Park,	  NY:	  Delmar	  Learning.	  pp.443-­‐58.	  
Polit,	  D.	  &	  Beck,	  C.	  (2009).	  Essentials	  of	  Nursing	  Research:	  Appraising	  Evidence	  for	  Nursing	  Practice.	  7th	  
ed.	  Philadelphia,	  PA:	  Lippincott	  Williams	  &	  Wilkins.	  
Polit,	  D.	  &	  Hungler,	  B.	  (1991).	  Nursing	  Research:	  Principles	  and	  Methods.	  New	  York,	  NY:	  Lippincott.	  
Pope,	  C.	  &	  Mays,	  N.	  (1995).	  Reaching	  the	  Parts	  the	  Other	  Methods	  Cannot	  Reach:	  An	  Introduction	  to	  
Qualitative	  Methods	  in	  Health	  and	  Health	  Services	  Research.	  British	  Medical	  Journal,	  311,	  pp.42-­‐45.	  
Pope,	  C.,	  van	  Royen,	  P.	  &	  Baker,	  R.	  (2002).	  Qualitative	  Methods	  in	  Reseach	  on	  Healthcare	  Quality.	  
Quality	  &	  Safety	  in	  Health	  Care,	  11,	  pp.148-­‐52.	  
Pope,	  C.,	  Ziebland,	  S.	  &	  Mays,	  N.	  (2000).	  Qualitative	  Research	  in	  Health	  Care:	  Analysing	  Qualitative	  Data.	  
British	  Medical	  Journal,	  320,	  pp.114-­‐16.	  
Pope,	  C.,	  Ziebland,	  S.	  &	  Mays,	  N.	  (2006).	  Chapter	  7:	  Analysing	  Qualitative	  Data,	  in	  C.	  Pope	  &	  N.	  Mays	  
(eds.)	  Qualitative	  Research	  in	  Health	  Care.	  3rd	  ed.	  Oxford,	  England:	  Blackwell.	  pp.63-­‐81.	  
Poulton,	  B.	  (1999).	  User	  Involvement	  in	  Identifying	  Health	  Needs	  and	  Shaping	  and	  Evaluating	  Services:	  Is	  
It	  Being	  Realised?	  Journal	  of	  Advanced	  Nursing,	  30(6),	  pp.1289-­‐96.	  
Pratto,	  F.,	  Sidanius,	  J.	  &	  Levin,	  S.	  (2006).	  Social	  Dominance	  Theory	  and	  the	  Dynamics	  of	  Intergroup	  
Relations:	  Taking	  Stock	  and	  Looking	  Forward.	  European	  Review	  of	  Social	  Psychology,	  17,	  pp.271-­‐320.	  
 
 248	  
Premadasa,	  I.	  &	  Al-­‐Jarallah,	  K.	  (2007).	  Specialty	  Choices	  of	  Women	  Doctors	  in	  Kuwait.	  Bulletin	  of	  the	  
Kuwait	  Institute	  for	  Medical	  Specialization,	  6,	  pp.21-­‐25.	  
Quick,	  A.	  &	  Wilkinson,	  R.	  (1991).	  Income	  and	  Health:	  Towards	  Equality	  in	  Health.	  London:	  Socialist	  
Health	  Association.	  
Quinn,	  J.,	  Anderson,	  P.	  &	  Finkelstein,	  S.	  (1996).	  Managing	  Professional	  Intellect:	  Making	  the	  Most	  of	  the	  
Best.	  Harvard	  Business	  Review,	  74(2),	  pp.71-­‐80.	  
Radley,	  A.	  (1994).	  Making	  Sense	  of	  Illness:	  The	  Social	  Psychology	  of	  Health	  and	  Disease.	  London:	  Sage	  
Publications.	  
Reerink,	  E.	  (1990).	  Defining	  Quality	  of	  Care:	  Mission	  Impossible?	  Quality	  Assurance	  in	  Health	  Care,	  
2(3/4),	  pp.197-­‐202.	  
Reeves,	  C.A.	  &	  Bednar,	  D.A.	  (1994).	  Defining	  Quality:	  Alternatives	  and	  Implications.	  Academy	  of	  
Management	  Review,	  19(3),	  pp.419-­‐45.	  
Richards,	  J.	  &	  Lucas,	  J.	  (1985).	  Discrimination.	  Proceedings	  of	  the	  Aristotelian	  Society,	  59,	  pp.53-­‐83.	  
Ritchie,	  J.,	  Lewis,	  J.	  &	  Elam,	  G.	  (2003a).	  Designing	  and	  Selecting	  Samples,	  in	  J.	  Ritchie	  &	  J.	  Lewis	  (eds.)	  
Qualitative	  Research	  Practice:	  A	  Guide	  for	  Social	  Science	  Students	  and	  Researchers.	  London:	  Sage	  
Publications.	  pp.77-­‐108.	  
Ritchie,	  J.,	  Spencer,	  L.	  &	  O'Connor,	  W.	  (2003b).	  Carrying	  Out	  Qualitative	  Analysis,	  in	  J.	  Ritchie	  &	  J.	  Lewis	  
(eds.)	  Qualitative	  Research	  Practice:	  A	  Guide	  for	  Social	  Science	  Students	  and	  Researchers.	  London:	  Sage.	  
pp.219-­‐62.	  
Robson,	  C.	  (2002).	  Real	  World	  Research:	  A	  Resource	  for	  Social	  Scientists	  and	  Practitioner-­‐Researchers.	  
Oxford:	  Blackwell	  Publishers.	  
Rosenhan,	  D.	  (1973).	  On	  Being	  Sane	  in	  Insane	  Places.	  Science,	  179,	  pp.250-­‐58.	  
Rothenberg,	  P.	  (2013).	  Race,	  Class	  and	  Gender	  in	  the	  United	  States:	  An	  Integrated	  Study.	  9th	  ed.	  New	  
York,	  NY:	  Wprth	  Publishers.	  
Rubin,	  H.,	  Pronovost,	  P.	  &	  Diette,	  G.	  (2001).	  The	  Advantages	  and	  Disadvantages	  of	  Process-­‐Based	  
Measures	  of	  Health	  Care	  Quality.	  International	  Journal	  for	  Quality	  in	  Health	  Care,	  13(6),	  pp.469-­‐74.	  
Ryan,	  G.	  &	  Bernard,	  H.	  (2000).	  Data	  Management	  and	  Analysis	  Methods,	  in	  N.	  Denzin	  &	  Y.	  Lincoln	  (eds.)	  
Handbook	  of	  Qualitative	  Research.	  2nd	  ed.	  Thousand	  Oaks,	  CA:	  Sage.	  pp.769-­‐802.	  
Søndergaard,	  M.	  (1994).	  Research	  Note:	  Hofstede's	  Consequences:	  A	  Study	  of	  Reviews,	  Citations,	  and	  
Replications.	  Organization	  Studies,	  15,	  pp.447-­‐56.	  
Safran,	  W.	  (2008).	  Language,	  Ethnicity	  and	  Religion:	  A	  Complex	  and	  Persistent	  Linkage.	  Nations	  and	  
Nationalism,	  14(1),	  pp.171-­‐90.	  
 
 249	  
Safran,	  D.,	  Kosinski,	  M.,	  Tarlov,	  A.,	  Rogers,	  W.,	  Taira,	  D.,	  Lieberman,	  N.	  &	  Ware,	  J.	  (1998).	  The	  Primary	  
Care	  Assessment	  Survey:	  Tests	  of	  Data	  Quality	  and	  Measurement	  Performance.	  Medical	  Care,	  36(5),	  
pp.728-­‐39.	  
Saha,	  S.,	  Beach,	  M.	  &	  Cooper,	  L.	  (2008).	  Patient	  Centeredness,	  Cultural	  Competence	  and	  Health	  Care	  
Quality.	  Journal	  of	  National	  Medical	  Association,	  100(11),	  pp.1275-­‐85.	  
Salame,	  G.	  (1988).	  Perceived	  Threats	  and	  Perceived	  Loyalties,	  in	  B.	  Pridham	  (ed.)	  The	  Arab	  Gulf	  and	  the	  
Arab	  World.	  London:	  Croom	  Helm.	  pp.233-­‐51.	  
Saldaña,	  J.	  (2009).	  An	  Introduction	  to	  Codes	  and	  Coding,	  in	  The	  Coding	  Manual	  for	  Qualitative	  
Researchers.	  London:	  Sage.	  pp.1-­‐31.	  
Salisbury,	  C.,	  Chalder,	  M.,	  Manku-­‐Scott,	  T.,	  Nicholas,	  R.,	  Deave,	  T.,	  Noble,	  S.,	  Pope,	  C.,	  Moore,	  L.,	  Coast,	  
J.,	  Anderson,	  E.,	  Weiss,	  M.,	  Grant,	  C.	  &	  Sharp,	  D.	  (2002a).	  The	  National	  Evaluation	  of	  NHS	  Walk-­‐in	  
Centres.	  Bristol:	  University	  of	  Bristol.	  
Salisbury,	  C.,	  Chalder,	  M.,	  Manku-­‐Scott,	  T.,	  Pope,	  C.	  &	  Moore,	  L.	  (2002b).	  What	  is	  the	  Role	  of	  Walk-­‐In	  
Centres	  in	  the	  NHS?	  British	  Medical	  Journal,	  324,	  pp.399-­‐402.	  
Salisbury,	  C.,	  Manku-­‐Scott,	  T.,	  Moore,	  L.,	  Chalder,	  M.	  &	  Sharp,	  D.	  (2002c).	  Questionnaire	  Survey	  of	  Users	  
of	  NHS	  Walk-­‐In	  Centres:	  Observational	  Study.	  British	  Journal	  of	  General	  Practice,	  52,	  pp.554-­‐60.	  
Salzer,	  M.,	  Nixon,	  C.,	  James,	  L.,	  Shut,	  A.,	  Karver,	  M.	  &	  Bickman,	  L.	  (1997).	  Validating	  Quality	  Indicators:	  
Quality	  as	  Relationship	  between	  Structure,	  Process,	  and	  Outcome.	  Evaluation	  Review,	  21(3),	  pp.292-­‐
309.	  
Samovar,	  L.,	  Porter,	  R.,	  McDaniel,	  E.	  &	  Roy,	  C.	  (2012).	  Communication	  Between	  Cultures.	  8th	  ed.	  Boston,	  
MA:	  Wadsworth.	  
Saunders,	  M.,	  Lewis,	  P.	  &	  Thornhill,	  A.	  (eds.)	  (2007).	  Research	  Methods	  for	  Business	  Students.	  4th	  ed.	  
Pearson:	  Harlow,	  Essex.	  
Saunders,	  M.,	  Lewis,	  P.	  &	  Thornhill,	  A.	  (2009).	  Research	  Methods	  for	  Business	  Students.	  5th	  ed.	  Harlow,	  
Essex:	  Pearson	  Education	  Limited.	  
Saunders,	  M.	  &	  Tosey,	  P.	  (2012).	  The	  Layers	  of	  Research	  Design.	  Rapport,	  30,	  pp.58-­‐59.	  
Savage,	  G.	  &	  Williams,	  E.	  (2007).	  Performance	  Improvement	  in	  Health	  Care:	  The	  Quest	  to	  Achieve	  
Quality,	  in	  S.	  Buchbinder	  &	  N.	  Shanks	  (eds.)	  Introduction	  to	  Health	  Care	  Management.	  Sudbury,	  MA:	  
Jones	  and	  Bartlett	  Punlishers.	  pp.81-­‐136.	  
Scheffler,	  R.,	  Weisfeld,	  N.,	  Ruby,	  G.	  &	  Estes,	  E.	  (1978).	  A	  Manpower	  Policy	  for	  Primary	  Health	  Care.	  New	  
England	  Journal	  of	  Medicine,	  298(19),	  pp.1058-­‐62.	  
Schein,	  E.	  (1985).	  Organizational	  Culture	  and	  Leadership.	  London:	  Jossey-­‐Bass	  Publishers.	  
 
 250	  
Schuster,	  M.,	  McGlynn,	  E.	  &	  Brook,	  R.	  (1998).	  How	  Good	  Is	  the	  Quality	  of	  Health	  Care	  in	  the	  United	  
States?	  The	  Milbank	  Quarterly,	  76(4),	  pp.516-­‐63.	  
Schwartz,	  S.	  (1994).	  Beyond	  Individualism-­‐Collectivism:	  New	  Cultural	  Dimensions	  of	  Values,	  in	  U.	  Kim,	  H.	  
Triandis,	  Ç.	  Kâğitçibaşi,	  S.	  Choi	  &	  G.	  Yoon	  (eds.)	  Individualism	  and	  Collectivism:	  Theory,	  Method,	  and	  
Applications.	  Thousand	  Oaks,	  CA:	  Sage.	  pp.85-­‐119.	  
Schwartz,	  S.	  (1999).	  A	  Theory	  of	  Cultural	  Values	  and	  Some	  Implications	  for	  Work.	  Applied	  Psychology:	  An	  
International	  Review,	  48(1),	  pp.23-­‐47.	  
Seddon,	  M.	  &	  Buchanan,	  J.	  (2004).	  Quality	  Improvement—From	  Policy	  to	  Action.	  The	  New	  Zealand	  
Medical	  Journal,	  117(1198).	  
Shah,	  N.,	  Al-­‐Qudsi,	  S.	  &	  Shah,	  M.	  (1991).	  Asian	  Women	  Workers	  in	  Kuwait.	  International	  Migration	  
Review,	  pp.464-­‐86.	  
Shah,	  N.	  &	  Shah,	  M.	  (1994).	  Excessive	  Utilization	  of	  Hospital	  Emergencies	  in	  Pre-­‐Occupation	  Kuwait:	  
Trends	  and	  Differentials.	  Medical	  Principles	  and	  Practice,	  3(3),	  pp.131-­‐40.	  
Shah,	  N.,	  Shah,	  M.	  &	  Behbehani,	  J.	  (1996a).	  Ethnicity,	  Nationality	  and	  Health	  Care	  Accessibility	  in	  Kuwait:	  
A	  Study	  of	  Hospital	  Emergency	  Room	  Users.	  Health	  Policy	  and	  Planning,	  11(3),	  pp.319-­‐28.	  
Shah,	  N.,	  Shah,	  M.	  &	  Behbehani,	  J.	  (1996b).	  Predictors	  of	  Non-­‐Urgent	  Utilization	  of	  Hospital	  Emergency	  
Services	  in	  Kuwait.	  Social	  Science	  &	  Medicine,	  42(9),	  pp.1313-­‐23.	  
Shah,	  N.,	  Shah,	  M.,	  Chozvdhury,	  R.	  &	  Menon,	  I.	  (2002).	  Foreign	  Domestic	  Workers	  in	  Kuwait:	  Who	  
Employs	  How	  Many.	  Asia	  and	  Pacific	  Migration	  Journal,	  pp.247-­‐69.	  
Sheaff,	  R.,	  Schofield,	  J.,	  Mannion,	  R.,	  Dowling,	  B.,	  Marshall,	  M.	  &	  McNally,	  R.	  (2004).	  Organisational	  
Factors	  and	  Performance:	  A	  Review	  of	  the	  Literature.	  Report	  for	  NHS	  Service	  Delivery	  and	  Organisation	  
Research	  and	  Development	  Programme.	  York:	  National	  Co-­‐ordinating	  Centre	  for	  the	  NIHR	  SDO.	  
Sheikh,	  A.	  &	  Gatrad,	  A.	  (eds.)	  (2008).	  Caring	  for	  Muslim	  Patients.	  2nd	  ed.	  Abingdon,	  England:	  Radcliffe.	  
Shewhart,	  W.A.	  (1931).	  Economic	  Control	  of	  Quality	  of	  Manufactured	  Product.	  Princeton,	  NJ:	  D.	  Van	  
Nostrand	  Company,	  Inc.	  
Shi,	  L.	  (1992).	  The	  Relationship	  between	  Primary	  Care	  and	  Life	  Chances.	  Journal	  of	  Health	  Care	  for	  the	  
Poor	  and	  Underserved,	  3,	  pp.321-­‐35.	  
Shi,	  L.	  (1994).	  Primary	  Care,	  Specialty	  Care,	  and	  Life	  Chances.	  International	  Journal	  of	  Health	  Services,	  24,	  
pp.431-­‐58.	  
Shi,	  L.,	  Green,	  L.	  &	  Kazakova,	  S.	  (2004a).	  Primary	  Care	  Experience	  and	  Racial	  Disparities	  in	  Self-­‐Reported	  
Health	  Status.	  Journal	  of	  American	  Board	  of	  Family	  Practice,	  17,	  pp.443-­‐52.	  
 
 251	  
Shi,	  L.,	  Macinko,	  J.,	  Starfield,	  B.,	  Politzer,	  R.,	  Wulu,	  J.	  &	  Xu,	  J.	  (2005a).	  Primary	  Care,	  Social	  Inequalities,	  
and	  All-­‐Cause,	  Heart	  Disease,	  and	  Cancer	  Mortality	  in	  US	  Counties.	  American	  Journal	  of	  Public	  Health,	  
95,	  pp.674-­‐80.	  
Shi,	  L.,	  Macinko,	  J.,	  Starfield,	  B.,	  Politzer,	  R.	  &	  Xu,	  J.	  (2005b).	  Primary	  Care,	  Race,	  and	  Mortality	  in	  US	  
States.	  Social	  Science	  and	  Medicine,	  61,	  pp.65-­‐75.	  
Shi,	  L.,	  Macinko,	  J.,	  Starfield,	  B.,	  Wulu,	  J.,	  Regan,	  J.	  &	  Politzer,	  R.	  (2003a).	  The	  Relationship	  between	  
Primary	  Care,	  Income	  Inequality,	  and	  Mortality	  in	  the	  United	  States,	  1980-­‐1995.	  Journal	  of	  the	  American	  
Board	  of	  Family	  Practice,	  16,	  pp.412-­‐22.	  
Shi,	  L.,	  Macinko,	  J.,	  Starfield,	  B.,	  Xu,	  J.	  &	  Politzer,	  R.	  (2003b).	  Primary	  Care,	  Income	  Inequality,	  and	  Stroke	  
Mortality	  in	  the	  United	  States.	  A	  Longitudinal	  Analysis,	  1985-­‐1995.	  Stroke,	  34,	  pp.1958-­‐64.	  
Shi,	  L.,	  Macinko,	  J.,	  Starfield,	  B.,	  Xu,	  J.,	  Regan,	  J.,	  Politzer,	  R.	  &	  Wulu,	  J.	  (2004b).	  Primary	  Care,	  Infant	  
Mortality,	  and	  Low	  Birth	  Weight	  in	  the	  States	  of	  the	  USA.	  Journal	  of	  Epidemiology	  and	  Community	  
Health,	  58,	  pp.374-­‐80.	  
Shi,	  L.	  &	  Starfield,	  B.	  (2000).	  Primary	  Care,	  Income	  Inequality,	  and	  Self-­‐Rated	  Health	  in	  the	  United	  States:	  
A	  Mixed-­‐Level	  Analysis.	  International	  Journal	  of	  Health	  Services,	  30,	  pp.541-­‐55.	  
Shi,	  L.,	  Starfield,	  B.,	  Kennedy,	  B.	  &	  Kawachi,	  I.	  (1999).	  Income	  Inequality,	  Primary	  Care,	  and	  Health	  
Indicators.	  Journal	  of	  Family	  Practice,	  48,	  pp.275-­‐84.	  
Shi,	  L.,	  Starfield,	  B.,	  Politzer,	  R.	  &	  Regan,	  J.	  (2002).	  Primary	  Care,	  Self-­‐Rated	  Health,	  and	  Reductions	  in	  
Social	  Disparities	  in	  Health.	  Health	  Services	  Research,	  37(3),	  pp.529-­‐50.	  
Shmanske,	  S.	  (1996).	  Information	  Asymmetries	  in	  Health	  Services:	  The	  Market	  Can	  Cope.	  The	  
Independent	  Review,	  I(2),	  pp.191-­‐200.	  
Shultziner,	  D.	  &	  Tétreault,	  M.	  (2011).	  Paradoxes	  of	  Democratic	  Progress	  in	  Kuwait:	  The	  Case	  of	  the	  
Kuwaiti	  Women’s	  Rights	  Movement.	  Muslim	  World	  Journal	  of	  Human	  Rights,	  7(2),	  pp.1-­‐25.	  
Sidani,	  Y.	  (2006).	  Work	  Values	  in	  the	  Arab	  Culture.	  In	  Advances	  in	  Global	  Business	  Research.	  Kuala	  
Lampur,	  Malaysia,	  2006.	  Academy	  for	  Global	  Business	  Advancement.	  
Sidani,	  Y.	  &	  Thornberry,	  J.	  (2010).	  The	  Current	  Arab	  Ethic:	  Antecedents,	  Implications,	  and	  Potential	  
Remedies.	  Journal	  of	  Business	  Ethics,	  91(1),	  pp.35-­‐49.	  
Sidanius,	  J.	  (1993).	  The	  Psychology	  of	  Group	  Conflict	  and	  the	  Dynamics	  of	  Oppression:	  A	  Social	  
Dominance	  Perspective,	  in	  S.	  Iyengar	  &	  W.	  McGuire	  (eds.)	  Explorations	  in	  Political	  Psychology.	  Durham,	  
NC:	  Duke	  University	  Press.	  pp.183-­‐219.	  
Sidanius,	  J.	  &	  Pratto,	  F.	  (1999).	  Social	  Dominance:	  An	  Intergroup	  Theory	  of	  Social	  Hierarchy	  and	  
Oppression.	  New	  York,	  NY:	  Cambridge	  University	  Press.	  
 
 252	  
Sidanius,	  J.	  &	  Pratto,	  F.	  (2012).	  Social	  Dominance	  Theory,	  in	  P.	  Van	  Lange,	  A.	  Kruglanski	  &	  E.	  Higgins	  
(eds.)	  Handbook	  of	  Theories	  of	  Social	  Psychology.	  London:	  Sage.	  pp.418-­‐38.	  
Siegel,	  C.,	  Haugland,	  G.,	  Reid-­‐Rose,	  L.	  &	  Hopper,	  K.	  (2011).	  Components	  of	  Cultural	  Competence	  in	  Three	  
Mental	  Health	  Programs.	  Psychiatric	  Services,	  62(6),	  pp.626-­‐31.	  
Silberman,	  C.	  (1995).	  Quality	  Improvement:	  A	  Patient's	  Perspective,	  in	  N.	  Graham	  (ed.)	  Quality	  in	  Health	  
Care:	  Theory,	  Application,	  and	  Evolution.	  Gaithersburg,	  MD:	  Aspen.	  pp.265-­‐72.	  
Silverman,	  D.	  (1993).	  Interpreting	  Qualitative	  Data:	  Methods	  for	  Analysing	  Talk,	  Text	  and	  Interaction.	  
London:	  SAGE	  Publications.	  
Silverman,	  D.	  (ed.)	  (2010).	  Doing	  Qualitative	  Research:	  A	  Practical	  Handbook.	  3rd	  ed.	  London:	  SAGE	  
Publications.	  
Singh,	  H.,	  Thomas,	  E.,	  Khan,	  M.	  &	  Petersen,	  L.	  (2007).	  Identifying	  Diagnostic	  Errors	  in	  Primary	  Care	  Using	  
an	  Electronic	  Screening	  Algorithm.	  Archives	  of	  Internal	  Medicine,	  167(3),	  pp.302-­‐08.	  
Sjöström,	  S.	  (2006).	  Invocation	  of	  Coercion	  Context	  in	  Compliance	  Communication	  —	  Power	  Dynamics	  in	  
Psychiatric	  Care.	  International	  Journal	  of	  Law	  and	  Psychiatry,	  29,	  pp.36-­‐47.	  
Smart,	  J.	  (1990).	  Pidginization	  in	  Gulf	  Arabic:	  A	  First	  Report.	  Anthropological	  Linguistics,	  32(1/2),	  pp.83-­‐
119.	  
Smith,	  R.	  (1998).	  GMC	  Under	  the	  Cosh.	  British	  Medical	  Journal,	  316,	  p.946.	  
Smith,	  D.	  (1999).	  What	  Hong	  Kong	  Patients	  Want	  and	  Expect	  from	  their	  Doctors.	  Health	  Communication,	  
11,	  pp.299-­‐310.	  
Smith,	  P.	  &	  Bond,	  M.	  (1993).	  Social	  Psychology	  across	  Cultures:	  Analysis	  and	  Perspectives.	  New	  York,	  NY:	  
Harvester	  Wheatsheaf.	  
Smith,	  P.,	  Dugan,	  S.	  &	  Trompenaars,	  F.	  (1996).	  National	  Culture	  and	  the	  Values	  of	  Organizational	  
Employees:	  A	  Dimensional	  Analysis	  Across	  43	  Nations.	  Journal	  of	  Cross-­‐Cultural	  Psychology,	  27(2),	  
pp.231-­‐64.	  
Sofaer,	  S.	  &	  Firminger,	  K.	  (2005).	  Patient	  Perceptions	  of	  the	  Quality	  of	  Health	  Services.	  Annual	  Review	  of	  
Public	  Health,	  26,	  pp.513-­‐59.	  
Soliman,	  A.	  &	  Alzaid,	  A.	  (2002).	  Service	  Quality	  in	  Riyadh's	  Elite	  Hotels:	  Measurement	  and	  Evaluation.	  
Journal	  of	  King	  Saud	  University,	  14.	  Admin.	  Sci.(2),	  pp.83-­‐103.	  
St.	  Germaine-­‐McDaniel,	  N.	  (2010).	  Technical	  Communication	  in	  Health	  Fields:	  Executive	  Order	  13166	  
and	  Its	  Impact	  on	  Translation	  and	  Localization.	  Technical	  Communication,	  57(3),	  pp.251-­‐65.	  
Stange,	  K.	  &	  Ferrer,	  R.	  (2009).	  The	  Paradox	  of	  Primary	  Care.	  Annals	  of	  Family	  Medicine,	  7(4),	  pp.293-­‐99.	  
 
 253	  
Stange,	  K.,	  Zyzanski,	  S.,	  Smith,	  T.,	  Kelly,	  R.,	  Langa,	  D.,	  Flocke,	  S.	  &	  Jaen,	  C.	  (1998).	  How	  Valied	  Are	  Medical	  
Records	  and	  Patient	  Questionnaires	  for	  Physician	  Profiling	  and	  Health	  Services	  Research?	  A	  Comparison	  
with	  Direct	  Observation	  of	  Patients	  Visits.	  Medical	  Care,	  36,	  pp.851-­‐67.	  
Starfield,	  B.	  (1980).	  Continuous	  Confusion?	  American	  Journal	  of	  Public	  Health,	  70(2),	  pp.117-­‐19.	  
Starfield,	  B.	  (1992).	  Primary	  Care:	  Concept,	  Evaluation,	  and	  Policy.	  New	  York,	  NY:	  Oxford	  University	  
Press.	  
Starfield,	  B.	  (1994).	  Is	  Primary	  Care	  Essential?	  Lancet,	  344(8930),	  pp.1129-­‐33.	  
Starfield,	  B.	  (1998).	  Primary	  Care:	  Balancing	  Health	  Needs,	  Services,	  and	  Technology.	  New	  York:	  Oxford	  
University	  Press.	  
Starfield,	  B.	  (2001).	  New	  Paradigms	  for	  Quality	  in	  Primary	  Care.	  British	  Journal	  of	  General	  Practice,	  51,	  
pp.303-­‐09.	  
Starfield,	  B.	  &	  Shi,	  L.	  (2002).	  Policy	  Relevant	  Determinants	  of	  Health:	  An	  International	  Perspective.	  
Health	  Policy,	  60,	  pp.201-­‐18.	  
Starfield,	  B.	  &	  Shi,	  L.	  (2007).	  Commentary:	  Primary	  Care	  and	  Health	  Outcomes:	  A	  Health	  Services	  
Research	  Challenge.	  Health	  Services	  Research,	  42(6),	  pp.2252-­‐56.	  
Starfield,	  B.,	  Shi,	  L.	  &	  Macinko,	  J.	  (2005).	  Contribution	  of	  Primary	  Care	  to	  Health	  Systems	  and	  Health.	  The	  
Milbank	  Quarterly,	  83(3),	  pp.457-­‐502.	  
State	  of	  Kuwait	  (1999).	  Law	  №	  1	  of	  1999	  on	  Alien	  Health	  Insurance	  and	  the	  Imposition	  of	  Fees	  Against	  
Medical	  Services.	  Statute.	  Kuwait:	  Kuwait	  Today.	  
Steenkamp,	  J.	  (2001).	  The	  Role	  of	  National	  Culture	  in	  International	  Marketing	  Research.	  International	  
Marketing	  Review,	  18(1),	  pp.30-­‐44.	  
Steves,	  A.	  &	  Dowd,	  S.	  (1999).	  Patient	  Education	  in	  Nuclear	  Medicine	  Technology	  Practice.	  Journal	  of	  
Nuclear	  Medicine	  Technology,	  27(1),	  pp.4-­‐13.	  
Stewart,	  M.,	  Brown,	  J.,	  Weston,	  W.,	  McWhinney,	  I.,	  McWilliam,	  C.	  &	  Freeman,	  T.	  (2003).	  Patient-­‐
Centered	  Medicine:	  Transforming	  the	  Clinical	  Method.	  2nd	  ed.	  Abingdon:	  Radcliffe.	  
Stilz,	  A.	  (2009).	  Civic	  Nationalism	  and	  Language	  Policy.	  Philosophy	  &	  Public	  Affairs,	  37(3),	  pp.258-­‐92.	  
Strauss,	  A.	  &	  Corbin,	  J.	  (1990).	  Basics	  of	  Qualitative	  Research:	  Grounded	  Theory	  Procedures	  and	  
Techniques.	  London:	  SAGE	  Publications.	  
Suter,	  N.	  (2012).	  Qualitative	  Data,	  Analysis,	  and	  Design,	  in	  Introduction	  to	  Educational	  Research:	  A	  
Critical	  Thinking	  Approach.	  Thousand	  Oaks,	  CA:	  Sage.	  pp.342-­‐86.	  
 
 254	  
Tétreault,	  M.	  &	  al-­‐Mughni,	  H.	  (1995).	  Modernization	  and	  Its	  Discontents:	  State	  and	  Gender	  in	  Kuwait.	  
Middle	  East	  Journal,	  49(3),	  pp.403-­‐17.	  
Tétreault,	  M.	  &	  al-­‐Mughni,	  H.	  (2000).	  From	  Subjects	  to	  Citizens:	  Women	  and	  the	  Nation	  in	  Kuwait,	  in	  S.	  
Ranchod-­‐Nilsson	  &	  M.	  Tétreault	  (eds.)	  Women,	  States,	  and	  Nationalism:	  At	  Home	  in	  the	  Nation?	  
London:	  Routledge.	  pp.143-­‐63.	  
Takahashi,	  K.	  (1985).	  Kuwait:	  Weathervane	  in	  the	  Gulf.	  Journal	  of	  the	  University	  of	  the	  Air,	  3,	  pp.81-­‐91.	  
Taylor,	  M.	  (2005).	  Interviewing,	  in	  I.	  Holloway	  (ed.)	  Qualitative	  Research	  in	  Health	  Care.	  Maidenhead,	  
Berkshire:	  Open	  University	  Press.	  pp.39-­‐55.	  
Thorne,	  S.	  (1993).	  Health	  Belief	  Systems	  in	  Perspective.	  Journal	  of	  Advanced	  Nursing,	  18,	  pp.931-­‐40.	  
Thorne,	  S.	  (2000).	  Data	  Analysis	  in	  Qualitative	  Research.	  Evidence	  Based	  Nursing,	  3,	  pp.68-­‐70.	  
Tong,	  A.,	  Sainsbury,	  P.	  &	  Craig,	  J.	  (2007).	  Consolidated	  Criteria	  for	  Reporting	  Qualitative	  Research	  
(COREQ):	  A	  32-­‐Item	  Checklist	  for	  Interviews	  and	  Focus	  Groups.	  International	  Journal	  for	  Quality	  in	  
Health	  Care,	  19(6),	  pp.349-­‐57.	  
Torres,	  G.	  (2006).	  A	  Cross-­‐Cultural	  Comparison	  of	  Ethical	  Attitudes	  of	  Marketing	  Managers:	  Puerto	  Rico	  
and	  the	  United	  States.	  DBA	  Dissertation.	  Sarasota,	  FL:	  Argosy	  University.	  
Triandis,	  H.	  &	  Suh,	  E.	  (2002).	  Cultural	  Influences	  on	  Personality.	  Annual	  Review	  Psychology,	  53,	  pp.133-­‐
60.	  
Trompenaars,	  F.	  (1994).	  Riding	  the	  Waves	  of	  Culture:	  Understanding	  Cultural	  Diversity	  in	  Business.	  
London:	  Nicholas	  Brealey	  Publishing.	  
Valentine,	  S.,	  Silver,	  L.	  &	  Twigg,	  N.	  (1999).	  Locus	  of	  Control,	  Job	  Satisfaction,	  and	  Job	  Complexity:	  The	  
Role	  of	  Perceived	  Race	  Discrimination.	  Psychological	  Reports,	  84(3),	  pp.1267-­‐73.	  
Van	  de	  Ven,	  A.	  (2007).	  Engaged	  Scholarship:	  A	  Guide	  for	  Organizational	  and	  Social	  Research.	  New	  York,	  
NY:	  Oxford	  University	  Press.	  
van	  der	  Voort,	  H.	  &	  Kerpershoek,	  E.	  (2010).	  Measuring	  Measures:	  Introducing	  Performance	  
Measurement	  in	  the	  Dutch	  Health	  Care	  Sector.	  Public	  Money	  &	  Management,	  30(1),	  pp.63-­‐68.	  
Van	  Doorslaer,	  E.,	  Koolman,	  X.	  &	  Jones,	  A.	  (2004).	  Explaining	  Income-­‐Related	  Inequalities	  in	  Doctor	  
Utilisation	  in	  Europe.	  Health	  Economics,	  13,	  pp.629-­‐47.	  
Very,	  P.,	  Calori,	  R.	  &	  Lubatkin,	  M.	  (1993).	  An	  Investigation	  of	  National	  and	  Organizational	  Cultural	  
Influences	  in	  Recent	  European	  Mergers.	  Vol.	  9,	  in	  P.	  Shrivastava,	  A.	  Huff	  &	  J.	  Dutton	  (eds.)	  Advances	  in	  
Strategic	  Management.	  Greenwich,	  CT:	  JAI	  Press.	  pp.323-­‐46.	  
Vincent,	  C.,	  Neale,	  G.	  &	  Woloshynowych,	  M.	  (2001).	  Adverse	  Events	  in	  British	  Hospitals:	  Preliminary	  
Retrospective	  Record	  Review.	  British	  Medical	  Journal,	  322,	  pp.517-­‐19.	  
 
 255	  
Vogel,	  R.	  &	  Ackermann,	  R.	  (1998).	  Is	  Primary	  Care	  Physician	  Supply	  Correlated	  with	  Health	  Outcomes?	  
International	  Journal	  of	  Health	  Services,	  28,	  pp.183-­‐96.	  
Vuori,	  H.	  (1982).	  The	  Concept	  of	  Quality,	  in	  Quality	  Assurance	  of	  Health	  Services:	  Concepts	  and	  
Methodology.	  Copenhagen:	  World	  Health	  Organization.	  pp.35-­‐92.	  
Warner,	  M.	  &	  Joynt,	  P.	  (eds.)	  (2002).	  Managing	  Across	  Cultures:	  Issues	  and	  Perspectives.	  2nd	  ed.	  
London:	  Thomson	  Learning.	  
Weir,	  D.	  (2003).	  Human	  Resource	  Development	  in	  the	  Middle	  East:	  A	  Fourth	  Paradigm,	  in	  M.	  Lee	  (ed.)	  
HRD	  in	  a	  Complex	  World.	  New	  York,	  NY:	  Routledge.	  pp.69-­‐82.	  
Weissman,	  D.	  (2004).	  Decision	  Making	  at	  a	  Time	  of	  Crisis	  Near	  the	  End	  of	  Life.	  Journal	  of	  American	  
Medical	  Association,	  292(14),	  pp.1738-­‐43.	  
White,	  V.	  &	  Harris,	  J.	  (eds.)	  (2001).	  Developing	  Good	  Practice	  in	  Community	  Care:	  Partnership	  and	  
Participation.	  London:	  Jessica	  Kingsley.	  
Whittle,	  J.,	  Lin,	  C.,	  Lave,	  J.,	  Fine,	  M.,	  Delaney,	  K.,	  Joyce,	  D.,	  Young,	  W.	  &	  Kapoor,	  W.	  (1998).	  Relationship	  
of	  Provider	  Characteristics	  to	  Outcomes,	  Process,	  and	  Costs	  of	  Care	  for	  Community-­‐Acquired	  
Pneumonia.	  Medical	  Care,	  36,	  pp.977-­‐87.	  
WikiLeaks	  (2004).	  Drugged	  Out:	  Non-­‐Citizens	  Lack	  of	  Access	  to	  Best	  Medicines	  and	  Treatment.	  Available	  
at:	  	  	  HYPERLINK	  "http://www.wikileaks.org/plusd/cables/04KUWAIT276_a.html"	  	  
http://www.wikileaks.org/plusd/cables/04KUWAIT276_a.html	  	  (Accessed	  25	  January	  2014).	  
Wildes,	  K.	  (1999).	  More	  Questions	  than	  Answers:	  The	  Commodification	  of	  Health	  Care.	  Journal	  of	  
Medicine	  and	  Philosophy,	  24(3),	  pp.307-­‐11.	  
Wilkinson,	  R.	  &	  Marmot,	  M.	  (eds.)	  (2003).	  Social	  Determinants	  of	  Health:	  The	  Solid	  Facts.	  2nd	  ed.	  
Copenhagen,	  Denmark:	  World	  Health	  Organization	  Regional	  Office	  for	  Europe.	  
Williamson,	  J.	  (1978).	  Assessing	  and	  Improving	  Health	  Care	  Outcomes:	  The	  Health	  Accounting	  Approach	  
to	  Quality	  Assurance.	  Cambridge,	  MA:	  Ballinger.	  
Wong,	  S.,	  Kung,	  K.,	  Griffiths,	  S.,	  Carthy,	  T.,	  Wong,	  M.,	  Lo,	  S.,	  Chung,	  V.,	  Goggins,	  W.	  &	  Starfield,	  B.	  (2010).	  
Comparison	  of	  Primary	  Care	  Experiences	  Among	  Adults	  in	  General	  Outpatient	  Clinics	  and	  Private	  
General	  Practice	  Clinics	  in	  Hong	  Kong.	  BMC	  Public	  Health,	  10(397),	  pp.doi:10.1186/1471-­‐2458-­‐10-­‐397.	  
World	  Health	  Organization	  (1948).	  Constitution	  of	  the	  World	  Health	  Organization.	  Geneva:	  World	  Health	  
Organization.	  
World	  Health	  Organization	  (1978).	  Declaration	  of	  Alma-­‐Ata:	  International	  Conference	  on	  Primary	  Health	  
Care,	  Alma-­‐Ata,	  USSR,	  6-­‐12	  September	  1978.	  Available	  at:	  	  	  HYPERLINK	  
"http://www.who.int/hpr/NPH/docs/declaration_almaata.pdf"	  	  
http://www.who.int/hpr/NPH/docs/declaration_almaata.pdf	  	  (Accessed	  28	  April	  2010).	  
 
 256	  
World	  Health	  Organization	  (1983).	  The	  Principles	  of	  Quality	  Assurance.	  Copenhagen:	  World	  Health	  
Organization.	  
World	  Health	  Organization	  (2003).	  A	  Global	  Review	  of	  Primary	  Health	  Care:	  Emerging	  Messages.	  
Geneva:	  World	  Health	  Organization.	  
World	  Health	  Organization	  (2006).	  Health	  System	  Profile:	  Kuwait.	  Cairo,	  Egypt:	  Eastern	  Mediterranean	  
Region	  World	  Health	  Organization.	  
World	  Health	  Organization	  (2006).	  Health	  System	  Profile:	  Kuwait.	  Cairo:	  Eastern	  Mediterranean	  Region	  
Office.	  
World	  Health	  Organization	  (2008).	  The	  World	  Health	  Report	  2008:	  Primary	  Health	  Care—Now	  More	  than	  
Ever.	  Geneva:	  World	  Health	  Organization.	  
Yadavendu,	  V.	  &	  Kumar,	  D.	  (2009).	  Bioethics,	  Medicine	  and	  Society	  —	  a	  Philosophical	  Inquiry.	  Current	  
Science,	  97(8),	  pp.1128-­‐36.	  
Yehia,	  N.	  &	  Dutta,	  M.	  (2010).	  Health,	  Religion,	  and	  Meaning:	  A	  Culture-­‐Centered	  Study	  of	  Druze	  Women.	  
Qualitative	  Health	  Research,	  20(6),	  pp.845-­‐58.	  
Yosef,	  A.	  (2008).	  Health	  Beliefs,	  Practice,	  and	  Priorities	  for	  Health	  Care	  of	  Arab	  Muslims	  in	  the	  United	  
States.	  Journal	  of	  Transcultural	  Nursing,	  19(3),	  pp.284-­‐91.	  
Øvretveit,	  J.	  (1985).	  Medical	  Dominance	  and	  the	  Development	  of	  Professional	  Autonomy	  in	  
Physiotherapy.	  Sociology	  of	  Health	  and	  Illness,	  7(1),	  pp.76-­‐93.	  
Øvretveit,	  J.	  (1992).	  Health	  Service	  Quality:	  An	  Introduction	  to	  Quality	  Methods	  for	  Health	  Services.	  
Oxford:	  Blackwell	  Scientific.	  
Øvretveit,	  J.	  (2005).	  Public	  Service	  Quality	  Improvement,	  in	  E.	  Ferlie,	  L.E.	  Lynn	  Jr	  &	  C.	  Pollitt	  (eds.)	  The	  
Oxford	  Handbook	  of	  Public	  Management.	  1st	  ed.	  Oxford:	  Oxford	  University	  Press.	  pp.537-­‐62.	  
Øvretveit,	  J.	  (2009).	  Does	  Improving	  Quality	  Save	  Money?	  A	  Review	  of	  Evidence	  of	  which	  Improvements	  
to	  Quality	  Reduce	  Costs	  to	  Health	  Service	  Providers.	  London:	  The	  Health	  Foundation.	  
Zaqqa,	  N.	  (2006).	  Economic	  Development	  and	  Export	  of	  Human	  Capital:	  A	  Contradiction?	  Kassel:	  Kassel	  
University	  Press.	  
Zeithaml,	  V.A.	  (1981).	  How	  Consumer	  Evaluation	  Processes	  Differ	  between	  Goods	  and	  Services,	  in	  J.	  
Donnelly	  &	  W.	  George	  (eds.)	  Marketing	  of	  Services.	  Chicago,	  IL:	  American	  Marketing	  Association.	  
pp.186-­‐90.	  
Zeithaml,	  V.A.	  (1988).	  Consumer	  Perceptions	  of	  Price,	  Quality,	  and	  Value:	  A	  Means-­‐End	  Model	  and	  
Synthesis	  of	  Evidence.	  Journal	  of	  Marketing,	  52(July),	  pp.2-­‐22.	  
 
 257	  
Zeithaml,	  V.,	  Berry,	  L.	  &	  Parasuraman,	  A.	  (1988).	  Communication	  and	  Control	  Processes	  in	  the	  Delivery	  
of	  Service	  Quality.	  Journal	  of	  Marketing,	  52(2),	  pp.35-­‐48.	  
Zeithaml,	  V.A.,	  Berry,	  L.L.	  &	  Parasuraman,	  A.	  (1993).	  The	  Nature	  and	  Determinants	  of	  Customer	  
Expectations	  of	  Service.	  Journal	  of	  the	  Academy	  of	  Marketing	  Science,	  21(1),	  pp.1-­‐12.	  
Zeithaml,	  V.A.,	  Parasuraman,	  A.	  &	  Berry,	  L.L.	  (1985).	  Problems	  and	  Strategies	  in	  Services	  Marketing.	  
Journal	  of	  Marketing,	  49(Spring),	  pp.33-­‐46.	  
Zeithaml,	  V.A.,	  Parasuraman,	  A.	  &	  Berry,	  L.L.	  (1990).	  Delivering	  Quality	  Service:	  Balancing	  Customer	  
Perceptions	  and	  Expectations.	  New	  York,	  NY:	  Free	  Press.	  
Zola,	  I.	  (1966).	  Culture	  and	  Symptoms—An	  Analysis	  of	  Patients'	  Presenting	  Complaints.	  American	  
Sociological	  Review,	  31(5),	  pp.615-­‐30.	  
Zola,	  I.	  (1973).	  Pathways	  to	  the	  Doctor—From	  Person	  to	  Patient.	  Social	  Science	  &	  Medicine,	  7(9),	  pp.677-­‐
89.	  
	  
 
 258	  
Appendix	  A	  
Favourable	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       Ethics Committee  
 
Dr Abdulrahman Aldousari 
Surrey Business School 
FBEL 
 
 
05 November 2012 
 
 
Dear Dr Aldousari 
 
The Influence of National Culture on the Social Construction of Health Care Quality 
EC/2012/97/FBEL 
 
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical 
opinion for the above research on the basis described in the submitted protocol and 
supporting documentation. 
 
Date of confirmation of ethical opinion:  2 October 2012.  
 
The final list of documents reviewed by the Committee is as follows: 
 
Document  
Summary of the project 
Research protocol  
Information sheet for participants (English and Arabic versions) 
Consent form (English and Arabic versions) 
Interview protocol 
Risk assessment 
Protocol Submission Proforma: Insurance  
 
This opinion is given on the understanding that you will comply with the University's 
Ethical Guidelines for Teaching and Research. If the project includes distribution of a 
survey or questionnaire to members of the University community, researchers are 
asked to include a statement advising that the project has been reviewed by the 
University’s Ethics Committee. 
 
If you wish to make any amendments to your protocol please address your request 
to the Secretary of the Ethics Committee and attach any revised documentation. 
 
The Committee will need to be notified of adverse reactions suffered by research 
participants, and if the study is terminated earlier than expected with reasons.  
Please be advised that the Ethics Committee is able to audit research to ensure that 
researchers are abiding by the University requirements and guidelines. 
 
You are asked to note that a further submission to the Ethics Committee will be 
required in the event that the study is not completed within five years of the above 
date. 
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Yours sincerely 
 
 
 
Alison Cummings 
Secretary, University Ethics Committee  
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Appendix	  B 
Participant	  Information	  Sheet	  
 
Participant)Information)Sheet)
My name is Abdulrahman Aldousari. I am a PhD student at the University of Surrey. I would 
like to invite you to take part in my study—which I am working on as part of my PhD. It is important 
for you—before you decide whether or not to participate in this study—to understand its aims and 
nature as well as the nature and extent of your participation should you decide to participate. Please 
take the time to read the following information and feel free to ask me if you would like more 
information. 
Thank you for taking the time to read this. 
Study Title: The influence of national culture on the social construction of health care quality 
 
1. What is the purpose of this study? 
I am working on a research project that explores the influences of culture on the social 
construction of health care quality. The main aim of this research is to examine how the Kuwaiti 
national culture influences the social construction of health care quality in primary care. Primary care 
is the first level of contact people have with the health service system. At this level of care, primary 
care physicians (sometimes called family doctors or general practitioners) provide care for all but the 
very uncommon or unusual health needs, which are usually referred to other levels of care. 
 
2. Why have I been invited to participate in this study? 
To achieve the aim of the study, I would like to speak with people who provide, manage, or 
use the primary care services in Kuwait. I aim to interview approximately 50 participants—including 
primary care physicians, managers, and patients—to discuss how they define health, how they 
recognise health care quality in the primary care sector, and which cultural factors might have 
influenced their definitions of health care quality. You have been selected because you are in one of 
these three groups, either a health care professional, a manager, or a patient. 
 
3. Do I have to participate in this study? 
Participation in this study is entirely voluntary. You can decide to or not to take part in this 
study without giving a reason. If you decide to take part in the study, you still have the right to 
withdraw at any stage of the research without giving a reason. 
 
4. What will happen if I decide to participate? 
When you decide to participate, I will ask you for your contact details so we can arrange a 
meeting for the interview. The only contact detail required will be a mobile telephone number. The 
interview will be arranged at a suitable time and location. The location will be in a private meeting 
room in a primary care centre or another location depending on the your preference. 
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Appendix	  C 
Participant	  Consent	  Form	  
 
!
!
Consent!Form!
Title of research project: 
The influence of national culture on the social construction of health care quality 
Name and position of researcher: 
Abdulrahman Aldousari, PhD student, University of Surrey 
 Please initial box 
1. I confirm that I have read and understood the information sheet for 
the above study and have had the opportunity to ask questions. 
 
 
 
 
2. I understand that my participation is voluntary and that I am free to 
withdraw at any time without giving a reason. 
 
 
 
3. I agree to take part in the study and acknowledge that information 
provided will be used in accordance with the UK Data Protection 
Act 1998. 
 
 
 
 
 Please tick box 
 Yes 
 
No 
4. I agree to the interview being audio-recorded. 
 
   
  
 
5. I agree to the use of anonymised quotes in publications. 
   
  
 
 
Name of participant: 
 
Date: 
Signature: 
 
 Abdulrahman Aldousari (researcher) 
 
Date: 
Signature: 
 
This study has received a favourable ethical opinion from the University of Surrey Ethics Committee. 
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Appendix	  D 
Interview	  Protocol	  
 
The$Influence$of$National$Culture$on$the$Social$
Construction$of$Health$Care$Quality$
!
Interview$Protocol!
!
Introductions!
● Explain!the!purpose!of!the!interview.!
● Obtain!consent.!Have!the!interviewee!read!and!sign!the!consent!form.!
● Ask!for!permission!to!audio=record!the!interview.!Otherwise,!take!notes!only.!
Interview.Questions!
1 What!does!it!mean!to!be!healthy?!How!do!you!promote!your!health?!What!about!
the!physical,!mental,!and!social!aspects!of!health?!
2 How!do!you!recognise!high=quality!primary!care?!Can!you!think!of!a!patient!
encounter!that!you!would!regard!as!high!quality?!Can!you!describe!it?!What!in!
particular!made!it!high!quality!to!you?!
3 How!would!you!rate!the!quality!of!care!provided!by!the!primary!care!health!
system!in!Kuwait?!
Probes:"Why"do"you"believe"the"care"provided"here"is"(or"is"not)"of"high"quality?"
Does"the"quality"of"care"provided"vary"from"time"to"time"or"centre"to"centre?"
Why"do"you"think"such"variation—if"any—exists?"At"what"areas"of"care—if"
any—does"the"primary"care"system"provide"high/poor"quality?!
4 Do!you!have!any!thoughts!about!how!the!quality!of!care!provided!by!the!primary!
care!system!in!Kuwait!can!be!improved?!
5 How!much!do!you!think!your!cultural!background!has!had!an!impact!on!your!
beliefs/views!regarding!health!and!health!care!quality?!
Wrap5Up!
6 Do!you!have!anything!else!to!add?!
● Thank!the!interviewee!for!his!or!her!time.!
!
